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PROSTATIC OBSTRUCTION AND 
SOME OF ITS COMMON 
COMPLICATIONS* 
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function of the prostate is purely 
sexual. It does not affect the urinary tract 

it becomes diseased. The average 
weight of the normal prostate at the age of 
twenty is 15 grams. 
a Maximum normal of 20 grams at the age 
of fifty, at which time in 70 per cent of men 
it undergoes natural atrophy corresponding 
to the decrease in functional demand; in 
the remaining cases some degree of hyper- 
trophy occurs. In about one-third of this 
latter group of men who reach sixty years 
ot age progressive symptoms of obstruction 
at the neck of the bladder will develop. The 
remainder will have an enlarged prostate 
producing relatively insignificant 


toms which are not progressive. 


The 


The size increases to 


symp- 


Infection, a frequent complication of hy- 
pertrophy of the prostate, may in many of 
the early cases be responsible for all of the 
svmptoms of which the patient complains, 
particularly if the enlargemen not 
produce obstructive symptoms. 


does 
These pa- 
tients complain of urinary discomfort, noc- 
turia and often lumbosacral backache, 
which may be promptly relieved by gentle 
prostate massage. If the prostatic infection 
has been eliminated, the hypertrophy may 
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be disregarded as long as it does not pro- 
duce obstructive symptoms. 


Hypertrophy of the prostate may also 
be complicated by prostatic calculi, which 
are encountered far more often than was 
formerly believed. They produce no pa- 
thognomonic symptoms and in the majority 
of cases gain clinical significance by simu- 
lating prostatic carcinoma, furthering the 
infection, predisposing to suppuration, cau- 
sing hematospermia, hematuria, inguinal 
pain or pain on ejaculation and producing 
urinary obstruction alone or in association 
with prostatic hypertrophy. 

As the prostate progressively enlarges 
the entrance from the bladder to the ure 
thra becomes elevated and contracted and 
the prostatic urethra becomes elongated, 
making it more difficult for the bladder to 
empty itself. 
the individual muscle bundles as a part of 
nature’s attempt to compensate for the in- 


The result is enlargement of 


creased effort necessary to accomplish the 


urinary act. With enlargement of the mus- 
cle bundles, the bladder wall becomes con- 
siderably thickened and may be able to 
function in a fairly normal manner for a 
variable period of time. 

In those patients suffering from acute 
retention during this period, the bladder is 
capable of resuming normal function as 
soon as the obstruction has been removed. 
In other cases, usually those with incom- 
plete obstruction over a long period of time, 
the bladder becomes decompensated in one 
of two ways. In the first type, the entire 
musculature of the bladder gives way, its 
wall becomes thin and the bladder becomes 
2 huge hypotonic sac, often with a capacity 
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of 4,000 to 5,000 c.c. The second type is 
marked by the formation of diverticula, 
either single or multiple, and, in many ca- 
ses, the capacity of the diverticulum may 
be as large as that of the normal bladder it- 
self. The mechanical changes occurring in 
the bladder wall as a result of prostatic ob- 
struction are exaggerated by the presence 
of infection. The organisms may invade 
the bladder wall and in obstructions of long 
standing, some of the musculature may be 
replaced by scar tissue, thereby increasing 
the likelihood of some degree of permanent 
impairment of urinary function. A small 
number of cases of prostatic obstruction 
are complicated by vesical calculi, most of 
which are probably the result of infection. 
They can always be recognized during 
routine preliminary studies and in the ma- 
jority of cases do not seriously complicate 
the management of the obstruction. There 
is another group of cases in which more se- 
rious secondary changes have occurred. If 
an increased intravesical pressure is main- 
tained for a long time, normal peristalsis 
of the ureters is interfered with and even- 
tually dilatation of these structures occurs. 
With the removal of this normal protective 
mechanism, the renal pelves become dilat- 
ed, the calices become blunted and finally 
the norma] thickness of the renal cortex 
is reduced, followed by considerable im- 
pairment of renal function. Infection and 
formation of calculi complicate _ stasis 
in the kidneys, just as they do retention of 
urine in the bladder. In such cases, the 
changes that occur from chronic pyelone- 
phritis add to the damage resulting from 
mechanical back pressure. Renal calculi 
in these cases, like those in the bladder, are 
chiefly the result of infection and some- 
times assume considerable clinical import- 
ance. 

Changes in the cardiovascular system 
are common in the same age group that 
suffer from prostatic obstruction. Hyper- 
tension, angina pectoris, myocarditis and 
cerebal and ocular changes are among the 
most important complications. These are 
not always secondary to prostatic obstruc- 
tion but their clinical importance is exag- 


gerated by long-standing urinary retention. 
These patients require a much more detail- 
ed physical examination than does the ave- 
rage surgical patient. The general study 
should be directed primarily toward the 
cardiovascular system. Appropriate med- 
ical investigation will establish whether or 
not the cardiovascular system is compen- 
sated. Patients with dependent edema and 
other signs of congestive heart failure re- 
quire medical treatment combined with 
catheter drainage for whatever period 
necessary for the cardiovascular system t 
become stabilized. 

Examination of the central nervous sv- 
stem constitutes a part of the general medi- 
cal study. The condition of the pupils and 
retlexes and the presence or absence 
tomberg’s sign should be determined in 01 
der to avoid overlooking some neurologic 
lesion as the underlying factor in patients 
with urinary retention. Organic lesions 7 
the central nervous system, such as tabes. 
may co-exist with prostatic hypertrophy 
but the recognition of both conditions pre- 
sents no special difficulty. 

The genito-urinary tract should be tho- 
roughly examined. The urine should be 
studied for the presence of albumin, sugar. 
casts, blood, pus and identification of the 
organism if infection is present. Renal 
function should be estimated by means ot 
one or more of the current standard me- 
thods. It is my practice to do a routine 
test in all instances and to make intrave- 
nous urograms in those patients in whom 
tumor or other associated renal lesions ar 
suspected. When the phenolphthalein test 
is done, the patient voids at the end of th« 


first hour, at which time a small catheter 


is passed to determine the amount of re- 
sidual urine. Piain x-rays of the genito- 
urinary tract should be made routinely to 
determine the presence of stones in the 
bladder, ureters or kidneys. Retrograde 
cystograms should also be made in all cases. 
These are taken in the anteroposterior and 
right and left lateral positions. A fourth 
plate is made after the solution has been a!- 
lowed to drain from the bladder through 
the catheter. If a diverticulum is present. 
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its size and location can be readily de- 
termined and the evacuation film will fur- 
nish information as to the ability of the 
diverticulum to empty itself. By means of 
rectal palpation the size, consistency and 
mobility of both lobes of the prostate can 
be determined. The benign hyperplastic 
prostate is firm and elastic but the size of 
the lobes as determined by rectal examina- 
tion is not a criterion as to the degree of 
their protrusion into the bladder. This ex- 
amination, however, combined with the a- 
mount of protrusion into the bladder, as 
seen in the cystograms, will give an ade- 
quately accurate estimation of the size of 
the enlarged gland. 

Sufficient information can be obtained 
from these studies to make the indications 
for treatment clear enough to obviate the 
necessity of cystoscopic studies in the ma- 
jority of cases. Cystoscopy under favor- 
able conditions offers a most accurate 
means of obtaining information about the 
bladder and prostatic urethra. On the other 
hand, nearly all of these patients are of 
advanced age and many manifest some de- 
gree of renal and cardiovascular damage. 
Because instrumentation in such patients 
is followed by an occasional serious reac- 
tion, it is our policy to complete all other 
studies first so that in the majority of cases 
cystoscopy is not performed until the pa- 
tient has been anesthetized for operation. 
An exception to this routine is made when 
the history, physical findings and x-ray 
studies indicate the presence of a tumor in 
the bladder or a diverticulum. 

From information obtained by means of 
a thorough physical examination including 
a detailed study of the genito-urinary tract, 
the patient should be classified therapeuti- 
cally into one of two groups. The first 
group, comprising those patients with good 
cardiac and renal functions and uncompli- 
cated obstruction at the bladder neck, may 
be subjected to immediate operation. The 
other group consists of those cases in which 
there is poor renal function and some de- 
gree of cardiac decompensation. If the 
non-protein-nitrogen is above 50, the creati- 
nine above 2 and the phthalein output below 
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30 per cent for the first hour, catheter 
drainage should be continued until these 
tests give normal results or until repeated 
tests show that the readings have become 
stabilized and that further improvement 
may not be expected. Rest combined with 
catheter drainage should be ordered for 
those patients showing signs of congestive 
heart failure in order to improve the car- 
diovascular function as much as possible. 

Acute infections in the prostate, bladder 
and kidneys require drainage and the ad 
ministration of urinary antiseptics until 
the acute phase has subsided. In these cases 
infection can not be completely eradicated 
until the cbstruction has been removed. 

In the majority of cases prostatic stones 
do not seriously complicate operations on 
the prostate although they may make sup- 
rapubic enucleation more difficult because 
of the associated fibrosis. Stones in the 
bladder, as a rule, do not present any par- 
ticular problem. If transurethral resection 
is to be done, the stones should be crushed 
with a lithotrite and their fragments wash- 
ed out with an evacuator at the same time 
the prostate is operated upon. The opera- 
tion is only slightly prolonged and the post- 
operative period is usually uncomplicated. 
Only occasionally, because of acute infec- 
tion in the bladder, an unusually large stone 
or some abnormalities in the urethra, will 
it become necessary to remove a urinary 
stone by suprapubic cystostomy. Stones of 
the kidneys and ureters should be treated 
according-to indications in the individual 
case. Nothing should be done that might 
transform a silent stone into an active one 
in the presence of advanced prostatism. 
Their presence should be noted and appro- 
priate treatment instituted should they be- 
come active at a later date. If a stone 
blocks the ureter, the block should be prom- 
ptly relieved as the majority of these cases 
are associated with infection and serious 
consequences may arise as a result of back 
pressure pyelonephritis. 

Diverticulum of the bladder is a compli- 
cation of clinical importance in 6 per cent 
of cases of prostatic obstruction. During 
the preoperative studies an effort should be 
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made to separate those that will remain si- 
lent after the obstruction has been removed 
from those that may be expected to compli- 
cate the postoperative period. The cases 
can not be classified from the size of the di- 
verticulum alone. Many fairly large sacs 
with a wide orifice will contract to the point 
of almost complete obliteration or will pro- 
duce no symptoms following removal of the 
obstruction at the neck of the bladder. On 
the other hand, diverticula with a large ca- 
pacity and a narrow orifice communicating 
with the bladder are usually of the reten- 
tive type and require removal, particularly 
if they are badly infected. Diverticulec- 
tomy should also be done in those cases with 
complicating stones or neoplasms. When 
diverticulectomy is clearly indicated, it has 
been our routine practice to remove the di- 
verticulum first and perform the operation 
on the prostate at a later date. We can 
think of no reason for reversing this proce- 
dure. Within a week to ten days following 
diverticulectomy, transurethral resection or 
suprapubic prostatectomy may be perform- 
ed. If the prostatic obstruction is to be re- 
lieved by transurethral resection, the supra- 
pubic catheter may be removed at the same 
time and the wound allowed to close. If 
sufficient tissue to relieve the obstruction 
has been removed, the suprapubic wound 
promptly heals. 


The type of operation to be performed on 
the prostate is a matter of individual choice 
and is based largely on the training and ex- 
perience of the operator. The three me- 
thods of approach are suprapubic, perineal 
and transurethral. Suprapubic prostatec- 
tomy is perhaps better adapted to the facili- 
ties of the average hospital and to the skill 
of the majority of surgeons. It is a simpler 
technical procedure than either of the oth- 
ers. Its value as a relatively safe and sat- 
isfactory method of removing a large, en- 
capsulated, benign prostatic tumor is well 
established. It is common practice to do a 
preliminary suprapubic cystostomy for the 
purpose of decompressing the urinary tract, 
improving renal function, controlling infec- 
tion and otherwise improving the general 
health of the patient. In many cases, pros- 


tatectomy may be done within a week or ten 
days after suprapubic cystostomy. Other 
patients may require a longer period of sup- 
rapubic drainage before the local condition 
and the general health of the patient have 
sufficiently improved for the safe perform- 
ance of the second stage of the operation. 
For the patients who are considered ex- 
cellent risks, suprapubic prostatectomy may 
be safely performed in one stage without 
preliminary suprapubic cystostomy. 

Young' and a number of his pupils be- 
lieve that perineal prostatectomy is a more 
benign operation than suprapubic enuclea- 
tion in skilled hands. It is a highly techni- 
cal procedure and, when performed by the 
untrained surgeon, is liable to be followed 
by rectal injury, incontinence of urine and 
urinary fistulas. A small number of cases 
with early carcinoma of the prostate are 
seen before the malignancy breaks through 
the capsule. For this group of cases the 
perineal operation is the method of choice. 
The prostate with its capsule, the semina! 
vesicles and if necessary a portion of the 
trigone may be removed. Belt? and others 
have reported cures of this method which 
could not be accomplished by another type 
of approach. 

Transurethral resection, attempted at in- 
tervals for many years, but discarded for 
lack of adequate instruments, was popular- 
ized by Davis in 1931, by which time an 
electrosurgical unit and visual instruments 
had been developed to the extent that this 
procedure could be performed with relative 
safety. The extent to which transurethra! 
resection is used is influenced largely by 
the various training centers for urologists. 
In schools where suprapubic or perinea! 
prostatectomy is the method of choice there 
will be few cases in which transurethra! 
resection is indicated. In other centers 
where wide experience has been gained in 
the use of transurethral instruments, this 
approach is used as the method of choice. 
On our own service at Tulane University 
we started doing transurethral resection in 
1932, choosing at first cases with bars, 
small lobes and advanced carcinoma, the 
larger benign obstructions being treated by 
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suprapubic enucleation. With further ex- 
perience we have added larger and larger 
obstructions to the group in which trans- 
urethral resection is indicated until now, 
at the end of twelve years, it is our method 
of choice in all except the unusually large 
benign prostatic hypertrophies. 

An attempt is made at the present time 
to perform as complete a prostatectomy as 
can be done by any other method of ap- 
proach. The average weight of the enu- 
cleated, benign hypertrophic prostate is a- 
bout 50 grams and the average weight of 
tissue removed from 100 cases on the Tu- 
lane Service at Charity Hospital in New 
Orleans was 44.6 grams. Thus, almost 
complete removal was accomplished in this 
group of cases. Most patients who have 
had transurethral resection are permitted 
out of bed on the fourth or fifth postopera- 
tive day. This is an important factor in 
handling men of this age group in whom 
a prolonged stay in bed would predispose to 
pulmonary complications. In the begin- 
ning, because an insufficient amount of tis- 
sue was removed at the first operation, in 
about 10 per cent of patients a second op- 
eration had to be performed within a week 
or ten days before they could urinate. At 
the present time it is nexessary to subject 
only an occasional patient to a second oper- 
ation. Of course, in certain cases the two- 
stage operation may be selected, either be- 
cause of the size of the gland or because the 
age and general condition of the patients 
make a prolonged stay on the operating 
table undesirable. Such patients should 
never be on the table for more than an 
hour. The second operation is usually fol- 
lowed by little or no postoperative reaction. 
The blood vessels and lymphatics have been 
sealed off by the first operation and in the 
majority of cases the catheter may be re- 
moved and the patient allowed to get up on 
the following day. The mortality rate from 
transurethral prostatectomy is less than 5 
per cent, which compares favorably with 
the other methods. 

It should be pointed out that a number 
of patients who are poor cardiorenal risks, 
formerly condemned to the use of a perma- 
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nent suprapubic tube, can now be treated 
by transurethral resection. Furthermore, 
there are a few patients, who, following su- 
prapublic cystostomy, improve enough so 
that transurethral resection can be done 
and normal urination restored. The same 
results must be obtained by transurethral 
resection as can be obtained by either per- 
ineal or suprapubic enucleation. These pa- 
tients must be able to start the stream with- 
out hesitating and without straining. The 
stream must be full and strong and the pa- 
tients must have the feeling of relief that 
comes at the end of the urinary act when 
the bladder is empty. Nocturia should be 
reduced to once or twice at the end of six 
or eight weeks and the urine should be 
sterile in the majority of cases by the end 
of three months 
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DISCUSSION 

Dr. U. S. Hargrove (Baton Rouge): As usual, 
Dr. Burns has given us a very thorough and com- 
plete exposition of this subject; a resumé of present 
methods of treating prostatic obstruction, and | 
hesitate to say anything but to praise his paper. 

I have picked out a few points for argument. 
Like a radio announcer introducing a_ political 
-peaker—these are my own opinions and do not 
necessarily represent the opinions of anybody else. 

In regard to cystoscoping prostatic patients, Dr. 
Burns and probably the majority of ulorogists feel 
that it is unnecessary to cystoscope until the pa- 
tient is anesthetized and you are ready to operate. 
I believe this is possibly not a valid procedure, 
because I think you can obtain more accurate in- 
formation by cystoscopy before operation. 

Another point is stones accompanying prostatic 
obstruction. If the bladder is seriously infected, 
with stones and prostatic obstruction, I feel the 
morbidity is less if the stones are removed by su- 
prapubie operation rather than instrumentally. It 
seems that sometimes suprapubic opening of the’ 
bladder should be avoided as long as possible and 
at other times it is referred to as a minor pro- 
cedure. I do not see any good reason not to oper 
the bladder suprapublically if there is real indica- 
tion for same. Also if the bladder must be opened 
for some other reason, such as the presence of di- 
verticulum, I do not believe that it is entirely 
logical to complete the operation by transurethral 
resection. If the bladder is opened to remove a 
diverticulum, it is probably best to complete the 
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operation by suprapubic enucleation. This takes 
up very little time if a large gland is present; less 
time than a transurethral operation. 


The use of sulfa drugs was mentioned in dis- 
cussion of gynecologic disorders, ‘I /believe fin 
prostatitis, in the acute infections, sulfa drugs 
are very useful. In chronic infection of the pros- 
tate, sulfa drugs have very little, if any, place. 


One other point I would like to make is that the 
patient’s referring physician should not try to in- 
fiuence the surgeon as to what type of procedure 
to use in handling the case. The transurethral 
operation is so publicized that the general prac- 
titioner may get the idea it is always the best plan 
of operation. There are complications that may 
arise, and the patient and the referring physician 
should not try to influence the type of operation 
employed. One complication of transurethral sur- 
gery is delayed hemorrhage, arising two or three 
ov more weeks after operation. That is a compli- 
cation I have not encountered in suprapubic 
enucleation. 


Dr. J. R. Stamper (Shreveport): I consider Dr. 
Burns’ paper well delivered and complete and it is 
not necessary to discuss the paper but I thought 
perhaps it would be worth while, with his permis- 
sion, to sidestep the paper and discuss malignancy 
ot the prostate just for a minute or so since he did 
not get to that. 


Our pathologist tells us that about one-fifth of 
our cases handled surgically are malignant, and we 
feel we have a good pathologist. I am not going 
into the management of malignant prostates but 
only offer a word of warning since there is not 
time here to discuss it. 

Since the hormone treatment has come into play 
for malignant prostates it has been dramatic in its 
preliminary effect. There is going to be a great 
tendency with general practitioners, as well as 
urologists, to begin hormone treatment early with- 
cut doing something to impress the patient with 
the diagnosis or impress him with the way he has 
to deal with it in the future. I think what we 
should do in the beginning is to discuss this 
thoroughly with the patient and come to an under- 
standing about the future management, otherwise 
he will improve so rapidly that he will decide the 
doctor has made a mistake and the diagnosis is 
wrong, 

The next time the doctor is consulted, the dis- 
ease is much further advanced and more difficult 
to control. It is my policy to postpone treatment 
until the diagnosis is thoroughly established, and 
the patient is convinced of that fact and will- 
ing to go through with the operation, which is 
resection where there is obstructive symptoms, and 
it is a fact they do better after a complete resection. 
Then we have the hormone treatment, castration, 
as well as radiation, either deep therapy or radium 
seed. All of these procedures are effective and 


BENDEL—Pelvic Inflammatory Diseases 


very important in various cases and stages of the 
disease. 

Dr. Edgar Burns The 
raised by Dr. Hargrove is a legitimate one. 


(in closing): question 

Cysto- 
scopy, performed as he described it, is done as a 
part of the diagnostic procedure in many of the best 
We feel, however, 


that sufficient information can be obtained by care- 


urologic clinics in the country. 


ful rectal palpation and complete x-ray studies of 
the urinary tract to make the indications for treat- 
ment clear and in the majority of cases instru- 


mentation is unnecessary. In regard to stones in 
the bladder, it has been our policy for a long time 
to crush those in which there were no contraindi- 
cations to the use of a lithotrite. In answer to his 
question on enucleating the prostate after the blad- 
der has been opened for the purpose of doing a 
diverticulectomy, I would like to say that it is ow 
policy to enucleate the unusually large, benign 
prostates. On the other hand, if the obstruction is 
small and especially if the prostate is associated 
with a great deal of fibrosis as a result of previous 
infection, I am convinced that transurethral resec- 
tion is easier to carry out and is followed by much 
less postoperative reaction. 


In regard to delayed hemorrhage in cases in 
which prostatic resection has been done, I am quite 
sure the bleeding as a rule comes from a small 
nubbin of prostatic tissue that has not been re- 
moved. I think when the prostate is resected down 
to the capsule late postoperative hemorrhage will 
not be encountered any more often than after a 
perfectly clean prostatic enucleation. 


In reference to Dr. Stamper’s question of malig- 
nancy, I did not have time to cover that portion of 
my paper, but it will appear in the published 
article. We have used stilbestrol in a great number 
of cases of malignancy and up to the present time 
the results have certainly justified its use. We are 
performing castration in every case in which it is 
possible. If, for one reason or another, it cannot 
be done, stilbestrol may be substituted with very 
satisfactory results. 





PELVIC INFLAMMATORY DISEASES* 


WILLIAM L. BENDEL, M. D. 
MONROE, LA. 


I realize there is not much to tell you 
that you already do not know regarding 
pelvic inflammatory diseases but at times 





*Read before the sixty-fifth annual meeting of 
the Louisiana State Medical Society, New Orleans, 
April 24-26, 1944. 
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it is a good idea to review and refresh our 
minds on such an important subject to both 
gynecologists and obstetricians. 

Infection of the female genital organs 
makes up a large group of the diseases pe- 
culiar to woman, and their pathology and 
treatment are so distinct because of the spe- 
cial anatomy of the genital tract. 

By discussing the inflammatory diseases 
which are directly the result of labor, abor- 
tion and mixed or gonorrheal infection 
spreading from acute cervical and endom- 
etrial lesions, it is fitting to review briefly 
the infections of the vulva, introitus, vagina 
and cervix. 

Skenes gland or para-urethral ducts are 
two small tubules which lie on either side 
of the female urethra near the floor and 
extend backward from the meatus urinarius 
for about three-fourths of an inch—these 
ducts open just anterior to the center of the 
urethral lips. Their chief interest lies in 
the fact that gonorrheal invasion of these 
ducts is the most p@rsistent lesion with 
which the gynecologist has to deal, for the 
gonoccocus may remain indefinitely buried 
beneath the lining cells of the tubule. The 
treatment is destruction of the gland by 
injection, cauterization or electric coagu- 
lation. 

The Bartholin duct which is found within 
the vulvo-vaginal orifices is common and 
frequent cause of continuing infection. The 
duct leads to the gland and both must be 
removed if infected. 

The different kinds of vulvitis: simple, 
gonorrhea! specific, follicular, and diabetic, 
are just mentioned, but will not be dis- 
cussed here. I would like to mention in 
passing, however, the method of treatment 
in specific trichomonas vaginitis that has 
given us best results. This consists of 
scrubbing of vagina and external parts with 
tincture of green soap and water, then 
paint vaginal tract and external parts with 
1 per cent aqueous gentian violet, insert 
No. 11 veterinarian capsule containing 80 
per cent betalactose and 20 per cent boric 
acid and then insert a tampon to prevent 
the capsule from falling out. Douches are 
advised for cleanliness and comfort. 
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Endocervicitis is now recognized to be the 
chief cause of sterility in the female, while 
its importance in the causation of abortion 
must not be underestimated. Furthermore, 
chronic erosions occurring on the portio 
of the non-lacerated cervix and upon the 
everted lip of the torn cervix are precursors 
of cancer of the cervix. Treatment is es- 
sentially to remove the cause; cauterization 
or removal. 

Neisser has said that with the exception 
of measles, gonorrhea is the most wide- 
spread of diseases. Norris has said it is 
the most potent factor in the production 
of involuntary race suicide and by sterili- 
zation and abortion does more to depopulate 
this country than does any other cause. 

According to Menge, cervical infection is 
found in about 80 per cent of all acute cases 
and in 95 per cent of all chronic cases. 

While specific infection in its acute state 
differs but little from other pyogenic in- 
flammation, the peculiar characteristic of 
the gonococcus—seeking as it does the 
glandular recesses, makes its management 
and cure more difficult. In the treatment 
of the acute state every effort must be made 
to prevent its upward extension along the 
mucous surfaces. We must attempt to com- 
pletely eradicate the infection by destruc- 
tion of the gonococcus of the involved areas. 

Acute puerperal and non-puerperal in- 
fection of the female genital organs and 
their sequlae make up the largest group of 
diseases peculiar to women with which 
gynecologists and surgeons have to deal. 

Infection of the female genitalia takes 
place either from without through known 
avenues of entry or from within by a hema- 
togeneous route in which case the original 
focus may be remote from the pelvis. The 
peculiar anatomic arrangement of the gen- 
erative organs in women constantly exposed 
as they are to infection and trauma directly 
favors inflammatory changes. Further- 
more, certain periods in a woman’s life tend 
to subject her to infection of different types 
and in different locations. Pelvic infec- 
tions, as do infections in other tissues, re- 
sult from the introduction and propagation 
of infectious organisms into a favorable 
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soil. In general we have two classes of in- 
fective bacteria, the cocci and the bacilli. 
In the former class are found the gonococci, 
streptococci, staphylococci and pneumococci 
and in the latter the PB. coli communis and 
DB. acrogenes capsulatus. Regelius has found 
the following types of bacteria more or less 
constant in the flora of the vulva, ameba 
staphvlococcic, the BP. 
coli communis, amebic 


streptococcic, and 
streptococcic and 
staphylococcic and PB. capsulatus. All ob- 
servers agree that the cavity of the uterus 
is free from bacteria during normal preg- 
naney, but during the puerperium organ- 
isms undoubtedly ascend into the uterus 
even in women who have not been exam- 
ined. The vulva, vagina and cervix are the 
habitat of numberless non-pathogenic bac- 
teria which are normal to these locations. 
It is conceded that though these non-patho- 
venice bacteria in the vagina or around the 
vulva, and vestibule are innocuous in these 
localities, that if they are introduced be- 
vond these extremities and into a favorable 
‘ulture medium by any agency they become 
pathogenic. 


As has been stated, the uterus is normal- 
ly sterile, but during labor, abortion, the 
puerperium and menstruation the reaction 
of the vaginal secretion is changed by the 
mucus and becomes 


addition of blood, or 


less resistant. The organisms which are 
ordinarily inactive multiply and when an 
avenue of entrance is made, as by trauma, 
nfection follows. Septic infections which 
ecur in connection with labor, abortion or 


the puerperium present characteristic fea- 
tures. The clinical cause is determined 
first by the character, life history and hab- 
its of the infecting bacteria and secondly 
he anatomie conditions which exist during 
these periods. Hence in considering pelvic 
nfections in women we necessarily have t 
tudy them in the following classes: (a} 
puerperal infections; (b) non-puerrera! in- 
fections; (c) gonococcic infections. 
Puerperal infection, like any other infec- 
tion, depends upon the inoculation of the 
puerperal wound by a bacteria. It may be 
(1) a wound inoculation; (2) lo- 


cal process illustrated in the infected perin- 


given as: 


cervix and endometrium in which 
there is tissue reaction which limits the 
extension of the infective process; (3) the 
spreading of the infection beyond the 
wound area which may run through blood 
vessels in which case it may manifest itself 
as a thrombophlebitis, pyemia or bacteri- 
emia or through lymphatics producing 
parametritis, peritonitis and so on. 


eum, 


Traumatisms of the birth canal, which 
may occur during the course of labor, in- 
clude rupture of the uterus, laceration of 
the cervix, vagina, vulva and perineum. 
These are all contused and _lacerated 
wounds, consequently the tissue resistance 
is lowered and bacterial inoculation and in- 
fective invasions are favored. Ordinarily 
during the course of normal involution with 
proper uterine contraction and drainage the 
uterus is capable of sterilizing its cavity. 
However, when the contraction and retrac- 
ticn are poor the contained bacteria multi- 
ply with amazing rapidity, owing to re- 
tained blood clots which act as a culture 
media, but many gain entrance to the uter- 
ine and para-uterine tissues as has been 
shown by Sampson through the lymph chan- 
nels and venous radicles. 

The endometrium after labor or abortion 
should be traumatized 
wound undergoing the normal process of 
wound repair and may be infected by patho- 
venice micro-organisms in which 
virtually a large puerperal ulcer. 


considered as a 


case it is 

It must 
he supposed that the presence of necrotic 
decidua or even a piece of retained placenta 
within the cavity of the uterus will produce 
an endometritis. In order to have an in- 
tlammatory reaction there must be infec- 
tion. 
ply act as culture media for bacteria and 
prevent proper retraction and contraction 
of the uterus which in turn diminishes the 
normal protection of the individual against 
bacterial invasion. It is easy to understand 
at the close of labor the entire interior of 
the uterus is one large wound. Nature, 
however, accomplishes exfoliation by the 
development of the granulation wall which 
separated the dead from the living tissues. 


Retained products of conception sim- 
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In a large majority of cases the bank of 
granulation tissue and leukocytes is suffi- 
cient to limit the infection to the interior 
of the uterus, unless nature’s efforts are 
interfered with by the meddlesome obstet- 
rician who insists that because there is ne- 
material within the uterus, even 
though it be the result of nature’s conserva- 
tive starvation process, he must remove it 
and by so doing break through the barrier 
nature has placed there to protect 
the organ against the infecting organism. 
The infecting organisms may be a sapro- 
phy 


crotic 


which 


tic or pyogenic coccus or both may be 
present. The severity of the infection de- 
pends upon tissue resistance and the viru- 
lence of the infecting cocci. 

Experience has shown us that any sort 
of trauma to the delicate granulation wall, 
which is confining the infection within the 
uterus, opens avenues of extension and that 
lateral parametritis is a constant sequel of 
attempts at digital or instrumental evacua- 

It does no harm to remove sterile 
but manipulation always spreads 
infection when the content is already in- 


contents, 


When we find it necessary to remove 
secondines because the retained particles 
are intected, causing bleeding, fever, and 
so forth, we do so very carefully and never 
with a sharp curette and only with a sponge 
orceps, gently used. 
Pelvic cellulitis or parametritis is an in- 
flammatory reaction of the pelvic cellular 
to bacterial invasion. The bacteria 
reach the parametrium through the lymph 
stream and exert a tissue reaction in which 
im, leukocytes and round tissue cells are 
poured out, producing a local inflammatory 
(he treatment of puerperal infections 
» divided into prophylactic and cura- 
Preventive measures play such an 
important role and so much can be done 
during pregnancy and labor to prevent the 
infection, that we all 
know what these measures should be. The 


occurrence of the 


curative treatment is based on proper recog- 
nition of the natural pathology which must 
be given its place, for the interior of the 


me 


uterus is a large wound surface and is the 
principal port of entry for bacterial inva- 
sion and that the interior of the uterus if 
left to itself undisturbed by interference or 
trauma, is, except in the presence of the 
most virulent bacteria, competent to defend 
itself against the invading organisms. One 
can see the fruitlessness and fallacy of in- 
tra-uterine manipulation. Treatment is 
along physiologic needs. This includes (1) 
postural drainage; (2) secure proper uter- 
ine contraction by ice caps to abdomen. 
Pituitrin and ergot aid natural emptying 
of uterus and by position and turning over 
at times. No irrigation should be used. 
Use of transfusions and sulfa group of 
drugs may be helpful. Rest, combatting 
temperatures, tonic and mild laxatives are 
useful measures. 

Salpingitis is an inflammation of the fal- 
lopian tube which is nearly always second- 
ary to infection of the uterus or of the 
peritoneum. The infecting organisms may 
reach the tube by four different routes: 
(1) They may gain access to the lumen of 
the tube from the interior of the uterus, 
as In acute gonorrheal infection of the en- 
dometrium; (2) they may reach the tube 
from the peritoneal cavity by way of the 
abdominal ostium as in streptococci and 
staplylococcic cellulitis and peritonitis fol- 
lowing childbirth and abortion. By this 
route the bacteria may be sucked in from 
the peritoneum by the ciliary current at 
the ostium, in which case the tubal infec- 
tion is secondary to the peritonitis or they 
may produce an endosalpingitis by exten- 
sion through the lymph channels of the 
broad ligament. (3) They may gain access 
through the tube wall, when intestinal ad- 
hesions are present, as in peritonitis follow- 
ing appendicular and intestinal perfora- 
tions; (4) finally, bacteria may invade the 
tube through the blood stream or lymph 
channels as is the case in primary tuber- 
cular salpingitis. Syphilis and gonorrhea 
are the most common causes of tubal in- 
flammation and various micro-organisms 
are found. The gonococcus is the organism 
most frequently met with, producing from 
60 to 70 per cent of all tuba! infections. The 
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infection in these cases always ascends from 
the interior of the uterus. Infection by the 
streptococcus and staphylococcus is also 
generally invasion from below. Salpingitis 
occurring before puberty is always gonor- 
rheal or tubercular in origin, although it is 
possible for a child to have salpingitis fol- 
lowing the exanthemata. The inflammation 
is usually bilateral. Mixed infections have 
the most serious effect and produce the 
greatest tissue reaction in the tubal struc- 
tures and leaves some permanent pathology. 

The termination of acute salpingitis may 
be in resolution as the inflammation may 
subside completely, leaving behind only a 
slight fibrous thickening of the tube wall 
and few adhesions about the fimbriated 
extremity. 

Gonorrheal infections, uncomplicated by 
other cocci, frequently terminate in com- 
plete regeneration of the tube. Mixed in- 
fections take longer to subside and always 
permanently damage the tube. Pregnancy 
is unlikely to follow in this group. 


As a result of intestinal adhesions to the 
tube, there is often a secondary infection 
by the B. coli. When this occurs the origi- 
nal infecting organism frequently dies out 
and after a time the BP. coli also dies, and 
there is left a tube distended with pus, often 
foul smelling but sterile. 

Hydis’ work has shown that in gonor- 
rheal infections the contained pus is sterile 
from six weeks to three months, but the 
streptococcus may live in the tissues for 
years. 

In chronic cases leukorrhea, premature 
pain, premenstrual abdominal soreness, 
dyspareunia and sterility alone or in com- 
bination are the symptoms for which the 
patient seeks relief. All the symptoms are 
exaggerated by walking and standing. Re- 
current attacks of pelvic peritonitis are 
characteristic of subacute tubal inflamma- 
tion, and occur most frequently at or near 
the menstrual periods. 

Probably in no other pelvic condition is 
the prognosis so dependent on an intelligent 
appreciation of the life history of the in- 
fecting organism and the pathology which 


it produces as in the inflammation of the 
fallopian tubes. 


Gonorrheal salpingitis is seldom danger- 
ous to life, for there is a definite tendency 
for the inflammatory reaction to be con- 
fined to areas within the true pelvis. Strep- 
tococcus salpingitis has a definite primary 
mortality, and owing to the longevity of 
the streptococcus greater virulence and 
stronger tendency to extend beyond the con- 
fines of the true pelvis. Rupture of a pyo- 
salpinx may take place into the peritoneal 
cavity, producing fatal, spreading peritoni- 
tis or may rupture into and be walled off 
in the cul-de-sac of Douglas where it causes 
an active reaction. 

The treatment of salpingitis must be con- 
sidered under the following headings: (1) 
Acute; (2) acute exacerbation of chronic 
salpingitis; (3) chronic salpingitis—pallia- 
tive, conservative and radical. 


No patient with acute salpingitis needs 
operation. 

Experience has shown that about 80 per 
cent of women with pelvic inflammatory 
disease may be made symptom-free by con- 
servative measures. Hence operation is 
considered only after adequate and diligent 
conservative measures have failed. Suc- 
cessful conservative therapy can never be 
carried out in ambulatory patients. 

In acute adnexal inflammation, operation 
is contraindicated not only because of the 
possibility of peritonitis, but also because 
in the majority of cases conservative meas- 
ures provide a cure. Occasionally the symp- 
toms cannot be relieved without operation 
and even in these patients conservative 
treatment has an advantage in that the 
process has time to become chronic. The 
necessary operation will then be relieved of 
much of its dangers. Operation is ind- 
cated in: 

(a) In the presence of peritonitis. 
Rapid, weak pulse, high temperature, pain 
and rigidity of entire abdominal wall, 
vomiting, constipation and no localization 
of tumor. Especially bad are non-gonor- 
rheal infections because in the pyogenic in- 
fections of the adnexa there is no walling 
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off of the process by a fibrinous exudate 
and the pyogenic organiism tend to produce 
necrosis and perforation of the primary 
focus. The operation should be a laparo- 
tomy, that is, extirpation of the lesion which 
is the source for peritonitis, removal of the 
pus and drainage. 

(b) Early operation in the presence of 
large fluctuating abscesses of the tube and 
ovary in the pouch of Douglas. The opera- 
tion of choice should be vaginal puncture 
and drainage, and should be done as soon 
as possible. Pyogenic abscesses in con- 
tradistinction to the gonorrheal abscess are 
almost unilocular. Frequently in my ex- 
perience at a later date, usually six months, 
a secondary abdominal operation has to be 
performed. 

(c) Operation is indicated in the pres- 
ence of small purulent tumors if the fever- 
free interval gradually becomes shorter and 
recurrence appears on the slightest provo- 
cation or apparently without cause, espe- 
cially if the patient’s condition is poor. Va- 
ginal drainage is usually not indicated be- 
cause of the small tumor and its inaccessi- 
bility. 

(d) In the chronic stages, especially if 
there are symptoms still present. The ab- 
dominal operation is performed, conserv- 
ing as much ovarian tissue as possible. This 
operation is performed especially if the 
symptoms cannot be relieved by adequate 
and repeated trials of conservative therapy. 
It is true in the chronic inflammations one 
must be sure that the symptoms present are 
caused by adnexal lesions and not by extra- 
genital factors. It may be impossible to 
foretell whether there is pus present or 
whether pyogenic organisms may be present 
in the pus. In more than 50 per cent of 
cases the pus is sterile and in some cases 
only the gonococcus in the pus is found. 
When pyogenic organisms are present there 
is danger of peritonitis. There are occa- 
sions when operation does not relieve the 
symptoms. The development of exudate or 
formation of adhesions about the stump 
may make the operation unsuccessful. If 
parametrial exudate is present it does not 
offer a good postoperative outlook, as symp- 
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toms will continue due to parametritis. The 
pyogenic infections are considered more 
serious but gonorrheal infection may also 
have a secondary infection, therefore for 
this reason, the etiology of pelvic inflam- 
matory disease should not influence the de- 
cision for operation. 

Occasionally there arises a_ situation 
where there is a right sided adnexal tumor 
and the left side is normal. Should it be 
removed there must be decided whether 
the patient is young or not and desires fu- 
ture pregnancy. It is true the tube may 
appear normal and not be so, and one would 
be sure of no recurrence if it were removed. 
The operator must make his own decisions. 
In removing the tubes it is important to 
make a wedge-shaped incision in the uterus 
to be sure to remove the interstitial part of 
the tube. In determining the time for op- 
eration it is best performed when the ad- 
nexal tumor no longer contains virulent or- 
ganisms which migh cause postoperative 
complications. Of course, it is not easy to 
prove that this danger is not present; how- 
ever, there are a number of symptoms and 
methods of study by which one may deter- 
mine whether the adnexal inflammation is 
quiescent. 


(a) Long fever-free intervals. Viru- 
lence of bacteria diminishes in closed off 
peritoneal organs and abscesses and bac- 
teria in these lesions die and disappear in 
six to twelve months. 


(b) If at menstrual time there is no re- 
turn of pain or fever. 

(c) Vaginal examination or diathermy 
will not cause pain or fever. 

(d) There is usually no leukocytosis. 

(e) Blood sedimentation test. A rapid 
sedimentation of the red corpuscles indi- 
cates activity. Any one of these signs is 
no proof of the activity of the adnexal dis- 
ease when considered alone. If, however, 
many or all of them indicate that the in- 
flammation is still active, operation should 
be postponed if possible until a more fa- 
vorable time. 

Time does much toward allowing the pel- 
vic organs to reassure their normal func- 
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tion. Watchful waiting is therefore the 
slogan in acute inflammation. Before any 
operative procedure is justifiable all acute 
symptoms must have subsided and the 
morning and evening temperatures must be 
normal for a period of at least three weeks. 
All exudates must have been absorbed or if 
some still persist they must be hard and in- 
tensive. Pelvic examination will not, if 
these conditions are fulfilled, excite an ex- 
acerbation of temperature or an increase 
in leukocyte count. The leukocyte count 
should be less than 11,000 and polymorph- 
onuclears less than 75 and sedimentation 
test normal. 

The treatment of chronic salpingitis may 
be palliative, conservative or radical. Time 
affects a symptomatic cure in a large num- 
ber of tubal inflammations, especially if the 
gonococcus is the sole infecting agent. 

Palliative treatment consists in the main- 
tenance of the woman’s general health by 
tonics, fresh air, and proper rest. The 
regulation of the intestinal tract should be 
accomplished by the use of systematic ab- 
dominal exercise, proper diet and adminis- 
tration of mineral oil and enemata. The 
use of hot douches to absorb exudates, and 
use of sulfa group drugs, transfusions or 
infusions may be used as needed. The use of 
diathermy, fever therapy by diathermy, or 
foreign proteins, Elliott bag treatment all 
have their advocates. The treatment of pus 
tubes by conservative methods demands 
that the patient be an invalid for consider- 
able time, at least several months. If she 
is fortunately enough situated to sacrifice 
time for the possibility of child-bearing, 
conservation is continued. 

The operative treatment of chronic sal- 
pingitis includes: (1) salpingostomy or 
partial resection of one or both tubes; (2) 
salpingectomy or ablation of one or both 
tubes with retention of the uterus and one 
or both ovaries or part of the uterus with 
one or both ovaries to maintain the men- 
strual function. 

The physician will do well to avoid active 
treatment of the vagina, or cervix, or mani- 
pulation of the pelvic structures, which, by 
its trauma or disturbance of the protective 


barrier, may permit the upward passage of 
the infection. 


DISCUSSION 

Dr. T. B. Sellers (New Orleans): Dr. Bendel 
has presented a most instructive paper on a timely 
subject. I can endorse practically everything that 
he has presented in his most exhaustive paper. Of 
course, the subject matter of his paper is volumi- 
nous and naturally time would not permit him to 
go into a detailed discussion. I shall endeavor to 
elaborate on a few points that he has presented. 


Neisserian infection is no longer a serious gyne- 
cologic problem if it is diagnosed early and if 
cooperation of the patient can be secured. I agree 
with Dr. Bendel that absolute rest, including sex- 
ual rest, is necessary and as soon as the acute 
symptoms subside, which can be hastened by the 
use of sulfa drugs, then the eradication of the 
infection in the Skene’s glands and endocervical 
glands should be carried out. 

Before any surgical procedure is attempted in 
subacute or gonorrheal infections of the cervix o 
Skene’s glands, the patient should be given one of 
the sulfa drugs and the blood level brought up to 
seven or ten and kept there for at least eight to 
ten days following the surgical procedure. I am 
sure that Dr. Bendel will bear me out that coni- 
zation or cauterization of a subacute or acute 
cervix is a very dangerous procedure; in doubtful 
cases, treat as you would a known positive. 

There are three main causes of postabortal or 
postpartal infection: first, endogenous infection 
where the anaerobic bacteria play an important 
role. Second, blood loss at delivery or its equiva- 
lent, severe anemia complicating pregnancy. 
Third, trauma due to prolonged or difficult labo: 
or to the improper management of postabortal 
cases. 

Much can be done along prophylactic lines. The 
gynecologist should realize the potential dange 
of endocervical infection and eradicate infected 
endocervical glands in all women who come under 
his care before pregnancy. Multiple transfusions 
should be given whenever there is anemia, regard- 
less of its cause. Sulfa drugs should be given be- 
fore the patient is febrile, as a preventive measure. 

In the neglected cases, with extensive involve- 
ment, that are referred to or come to the gyne- 
cologist, again the sulfa drug is of inestimable 
value. Of course do not overlook the fact that 
when giving sulfa drugs one must force fluids and 
give heavy doses of alkalies with it. Transfusions 
and the other supportive measures used prior to 
the advent of the sulfa drugs should also be cayr- 
ried out. Short wave diathermy, through the pel- 
vis, has replaced all other methods of heat to the 
pelvis, except douches. 

Dr. John F. Dicks (New Orleans): While sitting 
here listening to Dr. Bendel’s paper I have jotted 
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BENDEL 


down some of my impressions. First, Dr. Bendel 
has covered a great deal of territory and done it 
well. However I am going to open this discussion 
by taking issue with some of the things that he 
has said. 

Dr. Bendel states, and I quote: “‘Experience has 
shown that 80 per cent of women with pelvic in- 
flammatory disease may be made symptom free 
by conservative measures.”’ I admire Dr. Bendel’s 
conservatism and optimism but my experience does 
not concur. I would amend that statement to 
read, ‘Possibly 50 per cent of women with pelvic 
inflammatory disease may be rendered temporarily 
symptom free by conservative treatment.” 

As I grow older I become less optimistic about 
curing pelvic inflammatory disease by conser'va- 
measures. I believe now that the ultimate 
fate of a gonorrheal tube is operation. And I 
say this in spite of the advent of the sulfa drugs. 
Of course in the early cases of gonorrheal sal- 
pingitis, sulfa is of definite value, and should be 
used, but as a cure for a chronic tube I have my 
doubts. We may carry: the patient along for a 
period, but let her indulge in excessives such as 
drinking, heavy exercise, or intercourse, and you 
are apt to have a flare-up. Penicillin may be the 
answer, but at present the ultimate fate is opera- 
tion. 


tive 


I agree with Dr. Bendel that patients should 
be thoroughly rested and prepared, and carried 
along as far as possible before they finally come 
to the table. There should never be an operation 
in the face of any acute symptoms. 

The essayist did not dwell on the surgical as- 
pect of pelvic infection and in passing I want to 
say that again I am becoming more radical. In 
cases where hysterectomy is indicated I believe 
that a complete hysterectomy removing the cer- 
cervix is not 
trouble as long 


vix, is the best procedure. If the 
it will be a 
as the patient lives. 
competent hands carries only a slightly higher mor- 
tality than supravaginal amputation, and the re- 
sults certainly warrant the risk. 


re moved, source of 


Complete hysterectomy in 


Dr. Bendel mentioned cul-de-sac abscesses. There 
are two types, the gonorrheal, which to my mind 
should not be drained. I say 
These cases are usually saculated 
and only a pocket may be drained at a time. The 
nature of the infection 
procedure from below. 


this on account of 


its pathology. 
surgical 


very is against 


The type of abscess that lends itself best to 
drainage, is the abscess following an abortion or 
infections following a delivery. There the ab- 


scess is usually retroperitoneal or within the lay- 
ers of the broad ligaments and points in the cul- 
de-sac. Here drainage by posterior colpotomy is 
successful. 

Dr. Gordon Johnson (New Orleans): I agree 
with some of the remarks Dr. Dicks has made. In 


t 


the use of sulfa drugs in acute salpinigitis it de- 
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pends entirely upon the stage at which the drug 
is given. That is, it depends on how long the pa- 
tient has had acute salpingitis as to whether or not 
you are going to get results. It has been defi- 
nitely shown by Barrows and Labate, who reported 
a series in which 70 per cent of the patients with 
mild salpingitis and 66 per cent with moderate 
involvement, where the attack was less than five 
days in duration, that complete resolution of ad- 
nexal masses took place. This is true because of 
the fact that after five days there is destruction 
of the tubal mucosa and formation of a purulent 
exudate, and in such cases, the drug is of no value. 
Sulfa drugs are of no value in chronic 
salpingitis or cervicitis. 


eases of 


I do not agree that the drug should be given 
preoperatively where chronic lesions of the cervix 
are being handled surgically. It has definitely 
been shown that they are of no value in chronic 
infections of the generative tract. So if you see 
patients early enough, definitely within five days, 
you may be able to get somewhat close to the re- 
sults Dr. Bendal stated, although I do not agree 
on the percentage given of cured cases of sal- 
pingitis or being completely relieved of symptoms. 

As to the indications for operation in salpingi- 
tis; I think it is accepted that there are few indi- 
cations in acute cases; even in those where there 
is general peritonitis. I must disagree with Dr. 
3endel there—I believe he stated in some cases of 
general peritonitis he advocates operation. We 
treat conservatively by intravenous injection of 
sulfa drugr. 





Indications in chronic infections are 
mostly menstrual disturbances, severe dysmenor- 
rhea, presence of large adnexal masses, cul-de-sac 
I think cul-de-sac should be 
drained, whether gonorrheal or non-specific in ori- 
vin. The treatment we 
salpingo-oophoritis 


abscess. abscesses 
advocate in chronic is 
radical. We have found at 
Charity Hospital that conservative surgery is of 
no value at all. Patients return from six months 
to a year later with continuation of symptoms or 
exacerbation of them. We advocate radical sur- 
sery of tubes and ovaries and removal of the en- 
tire uterus. I agree that the entire uterus should 
be removed. I do not agree that it should be re- 
moved by the occasional operator. In the hands 
ot the occasional operator or general surgeon, a 
total hysterectomy carries a higher mortality. In 
the hands of gynecologists it has been shown that 
a total hysterectomy carries no higher mortality— 
as a matter of fact in Charity Hospital where the 
mortality for all our gynecologic surgery is 1 per 
cent, total hysterectomy is even less than that. 

Dr. Dicks stated that most cases will come to 
operation; however, I think that mild cases that 
do not cause a tremendous amount of symptoms 
do not require operation. Where required, radi- 
cal surgery should be done. Of course there is 
no question that the use of the sulfonamide drugs 
has decreased the number of patients requiring 
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operation. He stressed the number of patients 
with extensive pelvic infections. On our service 
I have noticed that in the last two years the num- 
ber has decreased considerably and now we deal 
mostly with fibroids. 

Dr. Wm. L. Bendel (in closing): I am glad that 
I presented a subject that brings up a good deal 
of disagreement. As far as I remember, from the 
time I studied medicine, that has been the case in 
this type of cases. I remember when I worked un- 
der Dr. Clark here there were many tirades on 
conservatism and as much disagreement as there 
has been today. I still think Dr. Dicks’ case of 
low percentage of cures is the result of mixed in- 
fection and not gonorrheal infection per se. I want 
to disagree with Dr. Johnson about conserving the 
ovary. My experience has shown a lot of good 
result in conservatism in ovarian tissue. One must 
use his judgment, however, in the operative field. 
I still think it wrong to de-sex a woman just as 
much as any of you gentlemen, would want to be 
de-sexed. 

Regarding sulfa drugs, Dr. Sellers mentioned 
that the sulfa drugs are very important. I also 
believe they are but believe we overdo the dosage 
of these drugs. I believe the practitioner wants 
to give too big doses. I believe you get as good 
results with smaller doses as you do from over- 
doses. These drugs certainly have a marked field 
in the practice of gynecology. 





——O — 
GENERAL CONSIDERATIONS OF 
BRUCELLOSIS* 


HARRY J. SCHMIDT, M. D. 
CONVENT, LA. 


For many years medical authors have 
presented brucellosis as an acute infectious 
disease of unusual severity and long dura- 
tion. The classical description included the 
typical recurrence of the hyperpyrexia 
which they thought characterized the ill- 
ness and because of which they termed the 
condition undulant fever. The infection was 
thought to be of rare occurrence and as 
recently as 15 years ago these cases were 
considered medical curiosities. 

The prophecies of many early investiga- 
tors who considered the disease a major 
health problem are fully realized today. 
The increased incidence of brucellosis is 
more apparent than real and may be at- 
tributed to more general recognition. 





*Read before the sixty-fourth annual meeting of 
the Louisiana State Medical Society, April 24-26, 
1944, 


The disease is commonly thought to have 
had its origin in Malta, from whence it de- 
rived one of its many names. Hippocrates, 
however, describes a febrile condition 
which might well have been brucellosis. In 
the biblical writings there is mentioned a 
disease which caused abortions in women 
and ewes. There are definite indications 
that the infection has been widespread for 
many years. 


It was not the prevalence of acute bru- 
cellosis among the natives of Malta that led 
to the investigation and ultimate discovery 
of the causative organism. The attention 
of the British Medical Corps was attracted 
to the high incidence of an acute febrile 
condition among the soldiers shortly follow- 
ing their arrival on the island. Today we 
may attribute this to the fact that sus- 
ceptible individuals entered an endemic 
area of brucellosis. The discovery of the 
disease in goats was purely accidental. 
The native Maltese and their goats pre- 
sented no more clinical evidence of infec- 
tion than is seen today among the people 
and fine dairy herds of many of our com- 
munities. 

The first case of brucellosis in this coun- 
try was reported by Craig! in 1905. Little 
progress was made in the study of the dis- 
ease until Evans? in 1918 suggested that 
Micrococcus melitensis, isolated by Bruce 
from cases of undulant fever, was closely 
related to bacillus abortus found by Bang 
in contagious abortion in cattle. In 1924 
Keefer* reported the first case of undulant 
fever in man to be caused by the Brucella 
abortus. 


During the decade following this report, 
only the acute form of the disease was gen- 
erally recognized. The agglutination test 
was the usual procedure for diagnosis. 


About ten years ago many reports ap- 
peared describing the chronic form of the 
disease in which there occurred a low grade 
fever with a wide variety of symptoms. 
Many laboratory data, containing reports 
of the isolation of the organism, proved 
conclusively that brucellosis does exist in 
an obscure form and is definitely the cause 
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of much morbidity among chronically ill 
patients. 

In more recent years, brucellosis has 
been shown to cause active pathological 
changes in every organ and tissue in the 
body and consequently to mimic many other 
diseases. 

The high incidence of the infection in 
cattle presents sufficient cause for the 
widespread distribution of brucellosis. Con- 
tagious abortion is known to have been 
common for more than a century and a 
half. Thus it becomes apparent that a great 
proportion of the population has been ex- 
posed to the disease. Of sixteen samples of 
milk selected at random in the city of New 
Orleans five were found to contain Brucella 
abortus*. Although the series is small, the 
percentage is startling. 

The failure to recognize brucellosis may 
be attributed to several factors, chief of 
which are: the wide variation in the clini- 
cal picture and the lack of adequate lab- 
oratory procedures for diagnosis. Another 
factor that adds to the confusion is that 
the problems of diagnosis and treatment 
vary in different localities depending upon 
the extent and duration of the disease in 
animals. 

Due to the change of pathogenesis of the 
Brucella organisms the disease has lost its 
clinical identity and an original diagnosis is 
rarely made. 

It would be impractical to enumerate the 
countless symptoms attributed to brucello- 
sis. We may consider it sufficient to state 
that since the organism has lost its particu- 
lar affinity for any certain tissue and since 
it has been recovered from practically all of 
the tissues, then we may reasonably expect 
any combination of symptoms compatible 
to its involvement. To cloud further the 
clinical picture, we must realize its role as 
a focus of infection and the ill effects of its 
endotoxins resulting in a varied syndrome 
of functional disorders. 


In endemic areas acute brucellosis is 
rarely seen and is usually of short duration. 
Many investigators believe that but few pa- 
tients- with chronic brucellosis have expe- 


rienced previous acute febrile illnesses sug- 
gestive of the acute infection. With the at- 
tenuation of the organism and the resultant 
change of the clinical picture, it would be 
most difficult to distinguish the acute onset 
from influenza or the many common febrile 
conditions that usually terminate before 
adequate laboratory data are obtained. 


The symptom complex of chronic brucel- 
losis varies to such an extent that clinical 
diagnosis is practically impossible. Never- 
theless there are certain characteristics of 
obscure illnesses which might indicate the 
presence of brucellosis. 


Although fever is not a necessary symp- 
tom, an adequate check of the temperature 
is most essential. The majority of these 
patients have some type of a low grade 
fever. though usually not conscious of it. 
Norris and Landis’ state that “in order to 
detect slight rises in the temperature the 
thermometer should be left in the mouth 
not less than 10 minutes.” The author 
considers this the most important procedure 
in the search for brucellosis. Invariably it 
will be noted that the patient’s vague com- 
plaints are associated with his low grade 
fever. This fact is of definite significance 
in the diagnosis of chronic brucellosis. 

Another feature commonly noted in the 
disease is the periodic recurrence of the 
symptoms regardless of their nature. The 
infection appears to have retained this 
characteristic from its early acute form. 

The appearance of unexplained fevers, 
especially following pregnancy, surgical 
procedures or acute illnesses strongly sug- 
gest the possibility of brucellosis. This is 
in accord with estimates that 10 per cent 
of the people in endemic areas harbour the 
organism. The development of the fever 
merely indicates a temporary loss of immu- 
nity. 

The long duration of the vague com- 
plaints without the presence of adequate 
cause may lead one to suspect chronic bru- 
cellosis. The usual features that distinguish 
these cases are the presence of a low grade 
fever, fatiguability and some type of pain 
or discomfort. 
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The many complications that frequently 
present themselves furnish important clues 
for the diagnosis of the chronic infection. 

With the complex symptom syndrome 
and the notable absence of physical signs, 
these patients are often considered to be 
neurotics or neurasthenics. There is no 
better precipitating factor for the develop- 
ment of a neurosis than the uncomfortable 
complaints and the mental depression asso- 
ciated with a chronic Brucella infection. 
The definition of neurasthenia adequately 
describes chronic brucellosis. 

The past history of obscured and undiag- 
nosed fevers is often of value. All histories 
of malaria should be looked upon with sus- 
picion. Unexplained abortion is a _ suffi- 
cient reason to investigate the possibility of 
brucellosis. Obstinate urinary 
may be of Prucella origin. 
cystitis is 


infections 
Chronic chole- 
frequently noted in these pa- 
Arthritis without evident focus of 
infection is a common finding. All obscure 


tients. 


illnesses and vague complaints should be 
thoroughly checked for chronic brucellosis. 

Physical examination of the patient is of 
little value in diagnosis except for the elim- 
With 
the wide variation of the pathologic changes 
and the vague clinical 


inatien of other possible conditions. 


resulting 
from the absorption of the endotoxins, it is 


picture 


apparent that there are no pathognomonic 
signs or symptoms. 

The only laboratory procedure sufficient 
for diagnosis is the isolation of the organ- 
ism either by culture or guinea pig inocu- 
lation. Reports show that postive cultures 


have been obtained even in the 


types of 


most 
infection. 
Some cf these cases showed neither a posi- 
tive skin reaction nor the presence of ag- 
glutinins. 


chronic and obscure 


I have seen such a case, yet un- 
reported, in which Brucella abortus was re- 
subnormal 
Repeated tests during and following 


covered from the blood of a 
1 ‘7 

child. 
the recurrent hyperpyrexia did not show 
the development of agglutinins for any of 
the three Brucella organisms. The skin re- 
action was interpreted as being doubifui. 
The bleod specimen was taken one month 


ppearance of the fever. No 


aicer tne Gdisa} 


specific therapy was given and there has 
been no recurrence of the fever. 

The organism has also been recovered 
from the urine, feces, spinal fluid, joint 
fluid, bile, breast milk, uterine discharges 
and drainage from suppurative lesions. 
Positive cultures have been obtained from 
surgical specimens including the tonsils, 
teeth, gallbladder, appendix, lymph nodes, 
oviducts and ovaries. At autopsy Brucella 
organisms have been found in every tissue 
and organ of the body including lesions of 
the heart valves in bacterial endocarditis. 


DIAGNOSTIC LABORATORY PROCEDURES 

Too much stress can not be placed upon 
the importance of doing culture work in 
brucellosis. This is apparent since the 
other laboratory procedures are not ade- 
quate for diagnosis in many instances. The 
agglutination test is not a diagnostic pro- 
cedure. The agglutinins are frequently 
found in the acute cases and at times fol- 
lowing an acute phase of a chronic infec- 
tion. It is hardly to be expected to find the 
presence of these antibodies in such a low 
grade infection as chronic brucellosis. A 
negative agglutination never excludes the 
possibility of infection. In endemic areas 
agglutinins in any titer, however low, are 
of significance in the presence of suggestive 
symptoms. The general misconception of 
the agglutination test has definitely inter- 
fered with the recognition of the disease. 

The skin test alone is not sufficient for 
diagnosis. The value is comparable with 
that of the tuberculin. In endemic areas of 
Bang’s disease one may expect a high inci- 
dence of positive reactions. 

The opsonophagocytic index is employed 
only to determine the extent of immunity 
present and is used in conjunction with the 
skin test and agglutination test. 

The interpretation of these combined 
procedures is of some value in arriving at 
a diagnosis provided the laboratory data 
conform with the clinical evidence of in- 
fection as presented by the case. 

[t is my opinion that the true evaluation 
of the complement fixation test will become 
evident only when chronic brucellosis is 
generally recognized. 
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TREATMENT 
The treatment of the disease has been a 
subject of much controversy among stu- 
dents of brucellosis. It is apparent that the 
therapeutic needs vary in different locali- 
ties depending upon the degree of chron- 
icity attained by the infection. 


The pathogenesis of acute brucellosis is 
similar to that of typhoid fever and does 
not require the use of a specific bacterin. 
In the dangerously ill patient, the use of 
immune serum and blood transfusions are 
indicated as an emergency measure. Con- 
tinued vaccine therapy following the acute 
infection may prevent the latest recurrence 
of the disease in a chronic form. Complex 
problems are presented in the management 
of the chronic infection. Contrary to the 
opinion of many investigators, I have not 
found vaccine therapy to be effective in 
most cases. In a personal communication, 
Charles Carpenter has expressed a similar 
view. This difference of opinion is prob- 
ably due to the varying degrees of patho- 
genesis of the organisms as noted in the 
clinical manifestations of the disease. In 
those areas where the infections are of a 
more subacute nature, vaccine therapy is 
probably efficient. 

As noted in many cases, the inadequacy 
of vaccine therapy may be attributed to the 
poor antigenic properties of the bacterin. 
The eventual development of an effective 
vaccine may come with further knowledge 
of the clinical immunology of brucellosis. 

In spite of the early optimistic reports, 
the sulfonamides have proved to be of no 
value as a specific agent. The only ration- 
ale for the use of sulfaguanidine would be 
in combating any local infection in the 
bowel. 


The various types of chemotherapy have 
not generally been successful. Non-spe- 
cific protein therapy has been of little 
therapeutic aid. I have had no experience 
with artificially produced fever or the toxic 
filtrates. 

In all cases of chronic brucellosis, dili- 
gent search must be made for any focus of 
infection of the Brucella organisms. 


The self limited duration of the acute in- 
fection and the common recurrence of fever 
after a period of years makes it difficult 
to evaluate any type of treatment. The 
many forms of therapy used suggest that 
probably none is specific. Perhaps penicil- 
lin may prove to be an effective agent. 


It would be highly impractical to expect 
every physician to become an enthusiastic 
student of brucellosis; yet the complex sit- 
uation must be realized and the possible 
presence of brucellosis considered especially 
in those obscure illnesses that present diag- 
nostic problems. 

It is just as difficult to make a clinical 
diagnosis of chronic brucellosis as it is to 
identify syphilis by its protean manifesta- 
tions. At the most you may suspect it and 
ultimately arrive at a diagnosis by means 
of the combined clinical and laboratory 
data with the elimination of other possible 
conditions. 


It is hoped that the increased recognition 
of the disease may stimulate more research 
which will eventually afford us a practical 
diagnostic procedure and effective therapy. 

The problems presented by brucellosis 
today are similar to the circumstances that 
existed years ago when it was suggested 
that syphilis was of common occurrence. 
The convincing evidence contained in the 
literature suggests that the words of Sir 
William Osler are equally appropriate for 
brucellosis as they were for syphilis. The 
brucellosis which we see but do not recog- 
nize everywhere awaits diagnosis like syph- 
ilis, so protean are its manifestations. 

SUMMARY 

1. Brucellosis, though unrecognized, has 
probably been prevalent for many years. 

2. The high incidence of the infection in 
cattle presents sufficient cause for the 
widespread distribution of brucellosis. 

3. Laboratory data containing reports of 
the isolation of the organism prove con- 
clusively that brucellosis does exist in an 
obscure form and is definitely the cause of 
much morbidity among chronically ill pa- 
tients. 
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4. Problems of diagnosis and treatment 
vary in different localities depending upon 
the degree of chronicity attained by the in- 
fection. 

5. Due to the change of pathogenesis of 
the Brucella organisms the disease has lost 
its clinical identity and an original diagno- 
sis is rarely made. 

6. With the wide variation of the pathol- 
ogy and the vague clinical picture resulting 
from the absorption of the endotoxins, it is 
apparent that there are no pathognomonic 
signs or symptoms. 

7. The treatment of the disease has been 
a subject of much controversy among stu- 
dents of brucellosis. 

8. The possible presence of brucellosis 
should be considered in all obscure illnesses 
that present diagnostic problems. 

9. The disease may be suspected and ul- 
timately diagnosed by means of the com- 
bined clinical and laboratory data with the 
elimination of other possible conditions. 
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DISCUSSION 

Dr. Robert C. Lowe: There is no need for me to 
make any commendatory remarks about this pa- 
per; I think Dr. Schmidt has spoken well for him- 
self. I would like to point out though that his 
work and interest in brucellosis is in accord with 
what Simpson meant when writing on the subject. 
He said that the number of chronic cases recog- 
nized in a given community would depend upon 
an individual being particularly interested in that 
disease condition. 

Brucellosis is primarily a disease of animals. 
They form a reservoir of disease and man is inci- 
dentally infected by casual or occupational contact 
either direct or indirect. Presumably all individ- 
uals are susceptible to the effects of these various 
organisms. It is clearly evident that whether 
clinical disease develops or not depends upon the 
relative virulence of the organism and the strain 
or type of the organism. It is probable that rela- 
tive percentage in acute and chronic cases observed 


in a given community depends upon the type of 
organism and animal reservoir in that community. 
This is particularly evident in the midwestern 
states, where the suis variety in the hog population 
gives rise to more acute infection and more exten- 
sive epidemics of the infection when the pathway 
from the animal reservoir to the human being be- 
comes active. 


Dr. Schmidt emphasized the difficulty in mak- 
ing diagnosis in the chronic variety of the disease. 
Simpson, in writing on this subject, instead of 
going into a long involved classification by men- 
tion of type of temperature, has merely divided 
the cases into acute and chronic type. Harris, in 
New York City, makes the remark that prior to 
his specific interest in this disease he made no 
diagnoses, but in a ten-year period during his 
particular interest in it he made the diagnosis in 
some four hundred instances. His practice was 
in New York City and these patients were pre- 
dominantly from rural areas, 70 per cent. Only 
ten per cent of these individuals, with the diagno- 
sis of brucellosis, showed the disease in an acute 
form. 


Dr. Schmidt’s remarks on the treatment are 
quite valid and explain a lot of the difficulties 
the medical profession is up against in the man- 
agement of this condition. Taking into considera- 
tion the difficulties in diagnosis and difficulties 
in treatment after diagnosis is made, we might 
be justified in looking further for the prevention 
of the disease. While the medical profession has 
its troubles with brucellosis in human beings, 
those interested in the animal industry have by 
far a much greater problem. It was net their in- 
terest in the human form of the disease which led 
to their attempts to eradicate the reservoir of in- 
fection in cattle. In 1941 a survey of some 11 
million cattle showed 38 per cent of the herds 
and 8 per cent of all cattle tested infected. In 
the diagnosis of brucellosis in cattle and hogs the 
agglutination test is more consistently positive 
than in man. In Louisiana some 38.9 per cent of 
the herds were infected and 12.8 per cent of the 
cattle in the herds were infected. In 1941 the 
U. S. Bureau of Animal Industry reported that 
at a cost of seven and a half million dollars there 
were some 61,000 state accredited herds. By 1942 
Huddleson reported 52 million animals had been 
tested and over two million found to be reactors 
and eliminated in the herds. As far as he was 
able to observe this effort had had no effect upon 
the incidence of human brucellosis. 


This further emphasizes the need for adequate 
pasteurization of all milk used as such or in the 
manufacture of dairy products for human con- 
sumption, in an effort to break the chain of in- 
fection from the infected animals to man, Educa- 
tion of the general public, as well as those who 
may be exposed in the meat packing industry is 





Wi 


Se FF Es + 6m! 


ws 





ScHMIDT—Brucellosis 261 


a prerequisite to making efforts at prevention 
successful. 

Dr. John M. Whitney (New Orleans): I merely 
would like to discuss one phase of this excellent 
paper, I might say one phase which was not men- 
tioned. That is the question of prevention. Of 
course we are very much interested in the pre- 
ventive side of this situation. We, for some time, 
here in New Orleans, have had a very active 
campaign to require all milk consumed here to 
be pasteurized. At the present time 95 per cent 
of the milk consumed in the city is pasteurized 
milk. The only sure way we know of to keep 
from getting brucellosis is to drink properly pas- 
teurized milk instead of raw milk. I do not think 
we have been able to find a case on record of 
infection traced to anything else besides ingestion 
of raw milk except rare instances where there 
have been cases of meat handlers getting the dis- 
ease. 

I did not have occasion to talk to Dr. Schmidt or 
to see his paper, but I am interested to know 
the date of the examination of five samples of 
milk he examined in New Orleans and found this 
organism. We still find it often in raw milk; in 
nearly every instance we can isolate the organ- 
ism. Further than that we could and we do find 
herds infected and we examine each quarter of 
the udder of the cow and if infected have the 
cow removed. It is difficult on the people pro- 
ducing milk. There has been some agitation for 
a state law in the next legislature to provide 
relief for these people who have to slaughter good 
dairy cattle in order to clean out their herd. Of 
course in rural areas the pasteurization of milk 
is hard to control or effect, but we know that 
many times doctors can have their patients at 
least boil their milk or take other precautions. 


Dr. Allan Eustis (New Orleans): I had the priv- 
ilege of reporting the first case of Malta fever 
occurring in Louisiana—about 1915—so, that I 
have naturally been much interested in the in- 
creased incidence of this disease in the state. 

This patient, a resident of Texas living on a 
goat farm, was treated by me at the old Presby- 
terian Hospital for ten days as a case of typhoid 
fever. Agglutination tests were negative for ty- 
phoid and para-typhoid; there was no tympanites 
and I was struck by the fact that even when his 
temperature was 106 he had no mental symptoms. 
In mentioning this peculiar phenomenon to Dr. 
Creighton Wellman, who was then Chief of the 
Department of Tropical Medicine at Tulane Uni- 
versity, he suggested that possibly the patient was 
suffering from Malta fever. Agglutination of the 
patient’s blood in Dr. Wellman’s laboratory gave 
a positive reaction to micrococcus melitensis. The 
patient finally died after four weeks of a re- 
mittent fever from 99 to 107; no postmortem was 
performed. This case impressed upon me the lack 


of subjective symptoms in the acute stage of bru- 
cellosis, or undulant fever. 

I have recently seen a case with positive agglu- 
tination of brucellosis which I saw eight years 
ago with high fever. There were no subjective 
symptoms and all agglutination tests were nega- 
tive; she continued to run low fever and four 
years later gave postive agglutination tests for 
brucellosis and is still running temperature 
eight years after the acute attack, but is in excel- 
lent physical condition. 

In emphasizing what Dr. Whitney has said about 
pasteurizing milk, every housewife can pasteurize 
her milk supply. During my rural practice I in- 
structed my patients to heat the milk until a 
scum formed on top, then to pour -the milk into 
bottles which had previously been sterilized by 
boiling in water. While this is not definitely sci- 
entific, the milk is pasteurized. 

Dr. J. H. Musser: You know they say that a 
bad cold lasts three weeks if treated; and if un- 
treated twenty-one days. To paraphrase, we 
might say that acute brucellosis lasts for one year 
when treated and persists for 365 days if not 
treated. That is not really a true statement but 
does indicate definitely that while the actual inci- 
dence of brucellosis, as far as the statistics gath- 
ered throughout the state are concerned, may seem 
small, actually the morbidity is sometimes tremen- 
dously prolonged and causes invalidism over 
months and sometimes, as Dr. Eustis said, for 
years. I still believe that Dr. Schmidt has some- 
thing very real here and a tremendous amount of 
credit belongs to him for the studies he has made 
on the incidence of chronic brucellosis. From his 
observations and from his records apparently what 
I have said about brucellosis being a relatively 
rare disease today is erroneous. In his practice 
in his opinion, chronic brucellosis is the most fre- 
quent disorder seen and expresses itself, as brought 
out by him, in innumerable ways. I think Dr. 
Schmidt, a man engaged in the complexities of a 
rural practice, deserves a tremendous amount of 
credit for his work on this disease. I hope the 
doctors located in the country districts will con- 
sider the possibility that patients with arthritis, 
with anemia, with fatiguability, or what not, may 
have chronic brucellosis. 

Dr. Harry J. Schmidt (in conclusion): Dr. Lowe 
brought out an important phase which I did not 
cover; that is, the infection in the cow. I believe 
that this is the key to the whole situation. Most 
of us, especially those in the city, probably con- 
sider milk as coming from a bottle or a can. I 
believe that the cow plays an important role in 
the attenuation of the organism and consequently 
is largely responsible for altering the disease in 
man. The infection has undergone the same 
changes in the cow as in the human. In more 
recent years, there is a marked diminution in the 
diagnostic signs in cattle. 
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Partly due to our activities in St. James Parish, 
the U. S. Department of Agriculture made a sur- 
vey among the cattle. It was consistently noted 
that only the finest stock were the positive reac- 
In the best dairy herd of the Parish, the 
incidence of the disease was 60 per cent and the 


tors. 


animals found to be positive reactors were of the 
best stock of the herd. In the case of family cows, 
the finest cow in the yard was usually the posi- 
tive reactor. 

This brings up the question of the value of the 
agglutination test in cattle. It is apparent that 
only the better cattle are able to develop anti- 
against the The infected 
reactors are not able to develop immunity. 
role played by 


bodies disease. non- 
The 
the cow becomes apparent when 
we observe the relative pathogenesis of the Bru- 
We know that B. abortus is not 
as virulent as B. melitensis except in those areas 
where milk is commonly 
believe that the agglutination sufficient 
for the diagnosis of Bang’s disease in cattle. 
There has been the herd at 
L. S. U. for years. At one time they separated 
the cattle into clean and infected herds. 
was difficult to distinguish the herds. 


cella organisms. 


goat used. I do not 


test is 


infection in fine 


Later it 
The only prevention of the 
The importance 
Dr. Whitney. One 
fact that the has 
and found to be a negative reactor. I 
the Department of Agriculture in this 
Although they do not tell people that it 
is safe to drink the raw milk, they imply as much. 


brucellosis is by 
use of boiled or pasteurized milk. 
of this 
not rely upon the 
checked 


critcize 


was stressed by can 


cow been 


respect. 


All owners should be warned that though their 
cattle are non-reactors, the milk may harbour the 
organism. 
Dr. Eustis 
usually no symptoms. 


fact that there are 
In the acute type of infec- 
tion, there is only fever, the duration of which 
varies to a great extent. In a previous paper, I 
reported a case of one day’s duration; the agglu- 
tination was positive in a high titer and the pa- 
tient was known to have been drinking infected 
milk. He has had no symptoms for a 
year and a half and may be considered as having 
made an uneventful recovery. 


mentioned the 


fever or 


Dr. Musser brought out the point about dura- 
tion. There are no limits to the duration. I have 
one case of the chronic type that gives a history 
of a probable infection for the past twenty years. 
The case was clinically diagnosed and later veri- 
fied by a positive agglutination in a low dilution. 
He has a low grade fever with a maximum tem- 
perature of 100. The source of milk was from 
a herd known to be heavily infected with Bang’s 
disease. At the onset, the acute illness was thought 
to be malaria. 


Ka1tz—Peptic Ulcer 


PEPTIC ULCER: 


PSYCHOSOMATIC AND MEDICAL ASPECTS* 


ROBERT A. KATZ, M. D. 
NEW ORLEANS 


Statistics accumulated from all parts of 
the world reveal an alarming increase in the 
incidence of peptic ulcer in both civilian and 
military practice. The British have re- 
ported an incidence of 35 to 55 per cent of 
ulcer in their gastrointestinal cases.' Is 
this increase more apparent than real? 
There is some evidence that it is. 

Careful history taking reveals that from 
80 to 90 per cent of peptic ulcers diagnosed 
in the army existed prior to enlistment.’ 
The basic constitutional type of person 
having peptic ulcer, when exposed to the 
extreme emotional shocks connected with 
modern warfare and the irregularity of diet 
and rest, becomes a good candidate for the 
recurrence of ulcer symptoms. It is true 
that the individual patients may not have 
been conscious of having a peptic ulcer be- 
fore the actual diagnosis was made by the 
military physicians. In civilian life this 
person may have accepted the symptoms of 
periodic pain as a simple digestive upset 
and have procrastinated in seeking medical 
advice, allowing nature to effect the cure. 
However, when in the army the situation 
is changed. He knows that he cannot fall 
out of step and live according to his own 
tempo. At this stage he reports to his med- 
ical officer, and is consequently diagnosed 
much earlier than in civilian life. 

The purpose of this paper is to seek out 
a reason for the poor results achieved by 
the present accepted standards of medical 
treatment of peptic ulcer. 

As a basis for this study a review of 100 
cases of gastro-duodenal ulcers was made, 
with the object of determining the limita- 
tions of our present means of therapy. This 
study revealed an exceptionally high rate 
of recurrence and complications, much 
higher than we would ordinarily expect 

*Read before the sixty-fifth annual meeting of 
the Louisiana State Medical Society, New Orleans, 
April 24-26, 1944. 
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from a method of treatment that is so uni- 
versally accepted. 


The reason for our failure in achieving 
better results is becoming apparent to those 
of us who are becoming impressed with the 
psychosomatic components in peptic ulcer. 
Pioneers who early observed the effects of 
the emotions on physiologic changes are 
well known to us. 


Certainly the very fundamental observa- 
tions of Beaumont 119 years ago on the 
Canadian voyageur, Alexis St. Martin, is of 
ote. It will be remembered that St. Martin 
suffered an injury to the stomach which 
was repaired by Beaumont. but fortunately 
left a gastric fistula. Beaumont kept St. 
Martin in his home for ten years, making 
some of the earliest direct observations on 
gastric secretion. Among other things, he* 
observed that changes in emotional states 
could influence the quality and flow of the 
gastric juice. 

Pavlow,' in his experiments on dogs 
seventy years later, gave us with the false 
gastric pouch a refined method for the fur- 
ther study of gastric secretion. Bidder and 
Schmidt* made the first observations on 
psychic secretion, a method later used by 
Pavlow in his sham feedings. In 1898 
Cannon," with the aid of the x-ray, began 
his studies on the effect of the emotions on 
gastric physiology. 

In view of the foregoing, it is rather sur- 
prising that so little weight has been given 
to the role of the psychosomatic or emo- 
tional disturbances in the diagnosis, pro- 
phylaxis and treatment of peptic ulcer. 

Strictly speaking, psychosomatic medi- 
cine is that part of medicine which is con- 
cerned with an appraisal of both the phys- 
ical and emotional mechanisms involved in 
the disease process. As Dunbar so aptly 
put it, “the terms psychic and somatic rep- 
resent two angles of observation from 
Which the organismal unit should be stud- 
ied, two pictures which should then be 
viewed stereoscopically.” 

USYCHOSOMATIC THEORY OF CAUSATION OF ULCER 

Simply stated, nervous or psychic de- 
rangements affect the hypothalamus or di- 


encephalon. The disturbance moves over 
sympathetic and parasympathetic pathways 
to reach and disturb the normal function 
of the stomach and intestine. 

The hypothalamus appears to be the con- 
trolling center for processes which reside 
in the subconscious and without voluntary 
control. This center controls the function 
of digestion and secretion of acid in the 
stomach, also the process of absorption. 
Experimentally, electrical stimulation of 
this center, for example in the dog, may 
produce a condition of spasm plus an in- 
creased secretion of gastric juice. Further 
experimental injury at the base of the dog’s 
brain leads to congestion and hemorrhage 
of the stomach. 


To apply this sequence of events to a 
typical ulcer patient: His brain and emo- 
tional centers have been disturbed by con- 
stant anxiety. These nervous strains af- 
fect the higher brain centers; subsequently, 
through the involuntary pathways, there is 
an increase in spasm and secretion in the 
stomach. The stomach will react by ische- 
mia, congestion, hemorrhage and finally 
ulcer. In other words, it may be assumed 
that in the usual stresses of life, impulses 
originating in the cortical tissue of the 
brain may activate the autonomic centers 
in the diencephalon and accordingly be re- 
sponsible for the gastric activity associated 
with peptic ulcer. 

Long ago Cushing‘ discovered that me- 
chanical irritation of the hypothalamus, 
known as the emotional center, may cause 
alteration of motility, gastric secretion and 
blood supply, leading in some cases to ulcer 
formation. In other words, it is reasonable 
to assume that these changes may also be 
brought about by cortical stimulation from 
severe emotional stimuli. 

Peptic ulcer appears to be more and more 
a civilization disorder. It is rather rare in 
those parts of the world where stresses, 
strains and tensions are absent. 

The triad that easily identifies the psy- 
chosomatic pattern of the ulcer patient is 
the one characterized by hypersensitivity, 
hyperirritability and hyperactivity®. All 
physicians coming in contact with gastro- 
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intestinal patients, especially ulcer, know 
the type referred to. The personality of 
peptic ulcer patients is characterized by a 
manner of tenseness which is accompanied 
by an unusual drive. As a person, he is 
often a true individualist, given to execut- 
ing his duties in a very painstaking and me- 
ticulous manner. His hypersensitivity is 
often masked, as very frequently there is 
no external manifestation of his mental 
agitation. 

Many cf us who see a considerable num- 
ber of ulcer patients have been struck with 
the relationship of the adolescent changes 
to the beginning of ulcer symptomatology. 
It is the thought of many that the transi- 
tion from childhood to adolescence, which is 
typified by profound physiologic and emo- 
tional changes, is very frequently also the 
beginning of the changes in gastrointestinal 
physiology and symptomatology which may 
develop into gastric distress or ulcer. 

Careful delving into the background of 
peptic ulcer patients will reveal the begin- 
ning of this gastric distress in the adoles- 
cent period. At this time they complained 
of vague “stomach pains,” diarrhea, severe 
constipation (spastic) and flatulence. In 
those who were studied by x-ray, little was 
found except positive evidence of spasm in 
all parts of gastrointestinal tract studied. 
Gastric analysis showed hyperacidity. 
Bockus® has labeled a group with the same 
picture as pseudo-ulcer or pyloro-duodenal 
irritability. It may be that very careful 
follow-up studies will reveal that this syn- 
drome is the intermediate link in the pro- 
duction of peptic ulcer. 


MECHANISM OF PAIN IN ULCER 
It is the belief of many gastroenterolo- 
gists that the pain in peptic ulcer is a by- 
product of two processes, spasm and hyper- 
acidity. Excessive emotional reactions may 
be the source of inducing these abnormal 
physiologic states through the mediation of 
the centers in the hypothalamus. 
GENESIS OF PEPTIC ULCER 
A recent experimental study by Wolf and 
Wolff’ on the genesis of peptic ulcer in 
man has lent further proof to the psychoso- 
matic concept. These men working at Cor- 


nell University made a group of studies on 
a man of 56 who had had an occluded eso- 
phagus since the age of nine, and had fed 
himself ever since through a gastric fistula, 
surgically produced. Through the stoma, a 
collar of gastric mucosa was protruded on 
the abdominal wall. This man was em- 
ployed as a helper in the laboratory of the 
doctors. The patient was described as be- 
ing in excellent health, and as being a small, 
wiry man who was characterized as being 
shy, sensitive, proud, stubborn and slightly 
suspicious. 


The object of their experiment was to re- 
produce by emotional stimuli the three ef- 
fects that will produce ulcers in animals; 
namely, continuous acceleration of acid by 
histamine, the maintenance of hyperacidity 
by constant vagus stimulation and, finally, 
the same result by continuous sham feed- 
ings. 


As is well known, not one of the three 
stimuli referred to above is operative in 
human beings with ulcer. 


The purpose of the study was to discover 
a stimulus in daily life which would result 
in a continuous and sustained acceleration 
of acid. Such a stimulus in certain con- 
stitutional types consisted in the daily emo- 
tional reactions which induced observable 
degrees of hypersecretion comparable to 
that which resulted from prolonged hista- 
mine absorption, vagus stimulation and 
sham feedings. 

The observations on this patient are a 
rather clear demonstration of how well 
they conform to the psychosomatic concept 
of peptic ulcer genesis. 

The conclusions of Wolf and Wolff are 
succinctly stated as follows: 

(1) Emotions such as fear and sadness, 
which involved a feeling of withdrawal, 
were accompanied by pallor of the gastric 
mucosa and by inhibition of acid secretion 
and contractions. 

(2) Emotional conflict involving hostil- 
ity, anxiety and resentment were accom- 
panied by accelerated acid secretion, hyper- 
motility, hyperemia and engorgement of 
the gastric mucosa, resembling “hypertro- 
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phie gastritis.” This series of events was 
much more commonly observed in the pa- 
tient. It was associated with gastrointes- 
tinal complaints of the nature of heartburn 
and abdominal pain. 

(3) Intense sustained anxiety, hostility 
and resentment were found to be accom- 
panied by severe and prolonged engorge- 
ment, hypermotility and hypersecretion in 
the stomach. In this state, mucosal ero- 
sions and hemorrhages were readily in- 
duced, even by the most trifling traumas, 
and frequently bleeding points appeared 
spontaneously as a result of vigorous con- 
traction of the stomach wall. 

(4) Contact of acid gastric juice with 
such a small eroded surface in the mucous 
membrane resulted in accelerated secretion 
of acid and further engorgement of the 
whole mucosa. Prolonged exposure of such 
a lesion to acid gastric juice resulted in the 
formation of chronic ulcer. 

(5) The lining of the stomach was 
found to be protected from its secretions by 
an efficient insulating layer of mucous, en- 
abling most of the small erosions to heal 
promptly in a few hours. Lack of such a 
protective mechanism in the duodenal cap 
may explain the higher incidence of chronic 
ulceration in this region. 

(6) It appears likely, then, that the 
chain of events which begins with anxiety 
and conflict and their associated overactiv- 
ity of the stomach and ends with hemor- 
rhage or perforation is that which is in- 
volved in the natural history of peptic ulcer 
in human beings. 


DIAGNOSIS AND PROPHYLAXIS OF PEPTIC UCLER 

Frankly stated, the diagnostic acumen in 
recognizing peptic ulcer is excellent. Few 
physicians, indeed, have to be reminded of 
the rhythmic recurrence of pain and relief 
of pain by food in duodenal ulcer. There is 
no extragastroduodenal organic disease 
which mimics this classical syndrome. It is 
not, then, our failure to recognize the 
disease that accounts for the increasing in- 
cidence of the disease. 

The lack of success in handling the prob- 
lem can be accounted for by our neglect 
of the personal factor from the time the 


265 


patient first presents himself. Anyone 
handling peptic ulcer patients should pursue 
with equal diligence and interest the inquiry 
into the psychosomatic pattern of the pa- 
tient, just as carefully as he has determined 
the pathological pattern of the mucous 
membrane as revealed by x-ray. 


The late William Mayo once said that 
every physician in every specialty should 
be able and willing to diagnose and treat 
the neuroses that belong in his field—a re- 
markable insight into the importance he 
attached to the emotional components of 
disease. 


It is not enough to send the patient to 
the x-ray laboratory, order a gastric analy- 
sis, or determine the occult blood in the 
feces to diagnose peptic ulcer. In the past 
a summary of the above was considered 
enough and a prescription for an antacid 
and a diet completed the investigation. 


As has been said before, the patient with 
peptic ulcer, in addition to having an an- 
atomic defect, usually also has an emotional 
defect which, unless searched out by a care- 
ful history of his psychosomatic manifes- 
tations, will result in a poor medical re- 
covery. It is obvious that emotional up- 
heavals can prevent healing and this no 
doubt accounts for the so-called medical 
failures which result in calling the surgeon, 
who forthwith does a gastro-enterostomy 
and produces a surgical failure if our pa- 
tient develops a jejunal ulcer. 


A minimal psychosomatic history should 
include at least three points, as related by 
Dunbar :" 

(1) A picture of the patient’s life in 
which his major environmental stresses are 
outlined, together with his psychologic and 
physiologic reaction to them. 


(2) A picture of the patient’s character- 
istic reaction patterns in terms of the en- 
vironmental and emotional situations to 
which he has adjusted with ease or with 
difficulty, again in relation to illness his- 
tory. 

(3) The topics which he tends to avoid 
and misrepresent, and the topics that are 
accompanied by an increase or decrease in 
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his skeletal response and temporary in- 
crease or relief of his symptoms. 

The import of the above is that it made 
apparent the relationship of the fear, anx- 
iety or conflict to the symptoms. 


The data obtained from a careful psycho- 
somatic history will quickly make apparent 
the important factors which we _ should 
keep in mind to encourage the prophylaxis 
of peptic ulcer. First, we must recognize 
that ulcer develops in a certain constitu- 
tional type, characterized by definite phys- 
iologic and psychologic pattern. These peo- 
ple are represented by a class exhibiting the 
triad of hypersensitivity, hyperirritability, 
and hyperactivity. Their life is full of 
tension, anxiety, fear and conflict. The 
autonomic nervous system responds in these 
individuals in a way to make the stomach 
susceptible to the influences under which 
ulcer formation is possible. 

Many patients in whom no anatomic de- 
fect is found, such as the patients with 
pyloro-duodenal irritability described by 
Bockus, probably represent a_ potential 
peptic ulcer group and may well be the con- 
necting link, as brought out by him. These 
patients, as has been mentioned, exhibit 
practically the complete duodenal ulcer 
symptomatology. This group should be 
-arefully managed, as they are generally a 
very young group. They should be investi- 
gated carefully as outlined above and defi- 
nite recommendations should be made to 
remove them as far as possible from any 
background of tension, anxiety or conflict. 
It is well to explain the physiologic mech- 
anisms to the patient, because without an 
adequate understanding on his part failure 
is predestined. 

Other extraneous influences on the de- 
velopment and recurrence of ulcer worth 
mentioning are the avoidance of tobacco 
and alcohol and, finally, the avoidance of 
fear and anger, plus regular intervals be- 
tween feedings. 

MEDICAL TREATMENT 

The treatment of peptic ulcer today may 
well set the example of how the psychoso- 
matic approach can be applied to a major 
clinical entity. With the increasing evi- 


dence from physiologic studies on the effect 
of the emotions on gastric activity, a real 
beginning is now being made in directing 
the treatment so as to overcome the failures 
of the past. No longer is it right to take a 
brief history, do a gastric analysis and get 
a roentgen study to complete the diagnosis 
of ulcer. Each patient should be studied 
carefully as to his emotional status and its 
relationship to his environment. 

The patient who has an ulcer should be 
informed that he has a chronic disease with 
which he can live comfortably for a life- 
time, if he lives according to a_ rational 
routine. Perhaps the failures we have had 
have been due primarily to the lack of stress 
on this one point. The patient frequently 
looked at his ulcer as a wound of his bowel 
—he kept it under watchful care until it 
healed and then promptly forgot about it. 
All too often a peptic ulcer patient has 
stayed under a careful regimen for from 
two to five months, later to throw al] cau- 
tion to the winds and have a recurrence. 

The patient should be made to under- 
stand that his physician is interested in 
taking the responsibility of checking him 
over from time to time—much the same as 
a diabetic patient remains under the disci- 
pline of a physician indefinitely. 

It is far better to be careful and exact- 
ing in advising the patient about his disease 
in the begining of treatment rather than 
doing the same after he has had a recur- 
rence. At this later stage it is much harder, 
because the patient is frequently discour- 
aged and has become extremely stomach 
conscious. He is likely to take the attitude 
that he is an invalid for life and that at 
any time he is likely to have a serious re- 
currence of complication. 

It is well to look into the patient's rela- 
tionship to his home environment. Weiss” 
has made the statement that “men with 
functional disturbances of the stomach have 
a very high incidence of marital difficul- 
ties.” Certainly it is true that marital in- 
compatibility may account for a great part 
of the emotional instability. If this is the 
case, it is obvious that a removal from the 
environment is the very first objective of 
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treatment. The patient should be hospital- 
ized and be carefully conditioned to the ne- 
cessity of the change. 

The advantage of hospitalization in the 
treatment of ulcer cannot be questioned. It 
is by far the most efficient way to achieve 
a therapeutic result from the standpoint of 
actual medical therapeutics, and also as a 
means of keeping the patient under a happy 
environmental surrounding. Too often the 
tense responsibilities of business or a job 
be eliminated from the patient’s 
consciousness in any other way than by 
either hospitalization or a removal to a dif- 
ferent scene. 


cannot 


Occasionally it may be profitable to talk 
to the patient’s employer, especially if the 
latter manifests an interest. It may be 
possible to work out a plan to do away with 
some of the sources of irritation and there- 
fore make it possible for a better adjust- 
ment to the disease. 

Besides the actual emotional factors, 
there are at least two commonplace popular 
habits that do not bide well with the ulcer 
patient—smoking and excessive drinking. 

The tremendous increase in smoking 
seems to run directly proportional to the 
increase in ulcer cases. Durins the first 
World War cigarette consumption doubled. 
Consumption today is nearly eight times 
what it was in 1919. Bastido reported that 
there were 123 billion cigarettes manufac- 
tured in 1930. 

As is well known, ulcer is primarily 
found in the individual with a rather un- 
stable autonomic nervous system. Nicotine 
is a drug that acts rather selectively on this 
system. Tobacco may also affect the cir- 
culation, introducing another factor and, 
finally, it very definitely is a cause of 
hyper-secretion of acid.'* Individuals suf- 
fering from ulcer become aware of their 
symptoms with a jolt whenever they over- 
indulge in cigarettes. There are many of 
us who have seen the recurrence of symp- 
toms and often hemorrhage after the re- 
sumption of heavy smoking. 

It is a curious fact that the ulcer patient 
will generally admit that he feels better 
after giving up smoking. Of course, it may 
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be argued that excessive smoking is only a 
symptom of the tense and emotionally dis- 
traught person. When he cuts out his cig- 
arettes it is a pretty good indication that 
he is learning a little of the art of relaxa- 
tion, and this should be brought home to 
him. 

It is generally conceded that alcohol is a 
gastric irritant and should accordingly be 
interdicted during the active treatment of 
peptic ulcer. Alcohol, per se, may not 
cause an ulcer, but clinical experience has 
given ample proof that it may be the factor 
causing a recurrence of symptoms. 

HOSPITAL VERSUS AMBULATORY TREATMENT 

OF PEPTIC ULCER 

An active case of peptic ulcer is best 
treated in the hospital, under the routine of 
small feedings of milk and cream, usually 
every hour. Adequate attention to protein 
and vitamin needs must be met. This can 
be provided by the administration of any of 
the powdered vitamin mixtures with the 
feedings, for example, Cal C Tose, two tea- 
spoons four times daily. An adequate in- 
take of protein can be provided by a similar 
high protein supplement to the milk. Fur- 
ther protein may be administered in the 
form of U. S. P. gelatine to the amount of 
half an ounce with grape juice three times 
daily. It has been my plan to give each pa- 
tient at least 300 mg. of ascorbic acid daily, 
during the first two weeks, administered in 
100 mg. doses three times daily. 

The rationale of small bland regular feed- 
ings, increasing in amounts weekly, is still 
the sheet anchor of ulcer therapy. 

Of the antacid preparations, it is my plan 
to make use of either the aluminum or the 
magnesia trisilicate preparations. The role 
of hyperacidity in the perpetuation of ulcer 
symptomatology appears well founded. Ade- 
quate neutralization can usually be effected 
with either of these preparations in the 
usual dose of one to two teaspoons in a third 
of a glass of water every hour. 

Recently I'* have completed a two year 
study with a colloidal preparation of the 
hydroxides of iron and aluminum (feralu- 
mina), in the proportion of 3 per cent alum- 
inum and 114 per cent iron hydroxide. The 








268 Katz—Peptic Ulcer 


iron hydroxide is non-irritating and has 
the further virtue of supplying iron to those 
cases of peptic ulcer where there has been 
considerable oozing, leading to an iron de- 
ficiency state. A dose of half a teaspoon of 
this preparation every hour has worked out 
very well. 


Occasionally the aluminum compounds 
lead to troublesome constipation. This can 
be easily remedied by the simultaneous ad- 
ministration of milk of magnesia in two to 
three dram doses two or three times, in com- 
bination with the aluminum antacid. Very 
rarely is it necessary to administer an anti- 
spasmodic, but if it should be, an appropri- 
ate dose for the patient of atropine or bella- 
donna may be administered. 


In these days of acute shortage of hospital 
beds it is necessary to treat a certain num- 
ber of patients at home. I find it very sat- 
isfactory to supply the patient with a type- 
written schedule of feedings and medica- 
tions. It is rather surprising to see the 
good results even in home cases, providing 
the patient’s wife or nurse has the proper 
attitude to the program. It is well to have 
a specimen of stool sent to the office at least 
once a week. 


The ambulatory treatment of peptic ulcer 
is usually unsatisfactory, but in these days 
it frequently must be done because of the 
particular essentialness of the worker to his 
job. As related above, an adequate appraisal 
of the patient’s individual status must be 
made. In this patient it is very important 
to insist upon regularity in feedings, much 
the same as if the patient were in the hos- 
pital or at home. The feedings should be 
taken on the hour. The patient must pro- 
cure one or two thermos bottles, mix his 
feedings at home, and then proceed to fol- 
low the schedule of hourly feedings. To 
neutralize the acidity, an antacid prepara- 
tion in the form of tablets for convenience 
may be given. 


While it is admitted that ambulatory 
treatment does not compare in effective- 
ness with the rest treatment, it is never- 
theless a necessity of the times and is sur- 
prisingly efficient in many cases. 


The basic problem in all ulcer treatment 
is one of treating both the patient and his 
ulcer as one. Too often we have heard 
that the ulcer is intractable and operation 
is the only alternative. With a keener in- 
sight into psychosomatic medicine it be- 
comes apparent that both the ulcer and the 
patient can be made tractable—it requires 
only that we make use of the fundamental 
observations made 119 years ago by Beau- 
mont on the effect of the emotions on gas- 
tric physiology. 

SUMMARY 

Psychosomatic medicine is that part of 
medicine which is. concerned with an ap- 
praisal of both the physical and emotional 
mechanism involved in the disease process. 

Statistics accumulated from al! parts of 
the world show an alarming increase in 
peptic ulcer. 

The neglect of the psychosomatic com- 
ponents of peptic ulcer may be responsible 
for the high incidence. 

Fundamentsl observations on relation- 
ship of emotions to gastric activity first 
made by Beaumont 119 years ago, followed 
later by Pavlow, Cannon, Cushing, and 
Wolf. 

Psychosomatic theory of causation of ul- 
cer concerns effect of emotions on hypo- 
thalamus and subsequent spreading of im- 
pulse over autonomic pathways to reach 
and disturb normal function of stomach and 
intestine. 

Personality of peptic ulcer patient char- 
acterized by hypersensitivity, hyperirrita- 
bility and hyperactivity. 

Wolf and Wolff produced peptic ulcer in 
a patient with gastric fistula by stimuli cal- 
culated to act on emotions of subject. 

The basic elements of a psychosomatic 
history have been stated. 

Medical treatment of peptic ulcer has 
been reviewed from the standpoint of actual 
procedures and medications. 

The psychosomatic approach to the prob- 
lem of peptic ulcer offers a method of diag- 
nosis and treatment that is based on both 
physiologic and psychologic principles and 
offers the physician a further aid to an un- 
realized therapeutic goal. 
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DISCUSSION 

Dr. A. A. Herold (Shreveport): In the brief 
period allowed, Dr. Katz has given us an excel- 
lent resumé especially dealing with the psychic 
factor and treatment of the psychosomatic aspect 
of peptic ulcer. There were a few things not 
brought out as the paper was also to cover the 
medical ideas. He did mention rest and we know 
that rest is very important in treatment of acute 
peptic ulcer unless it causes too much irritation. 

Important also is administration of vitamin C 
with ascorbic acid and milk and cream. That is an 
important factor in the treatment of cases from 
the medical standpoint. With a restricted diet it 
is necessary to put the patient on ascorbic acid 
because if not given scurvy may result. I quote 
from Dr. T. Grier Miller of Philadelphia: “The 
psychogenic factor in the etiology of peptic ulcer, 
as in many other affections of the digestive tract, 
is receiving a great deal of attention at the present 
time, due in part perhaps to the emphasis that is 
now being placed on psychosomatic medicine in 
general. It has been claimed, for instance, that 
disturbance of the emotional centers in the brain, 
acting through the hypothalamus and the auto- 
nomic nervous system, set up motor and secretory 
changes in the stomach, and also that by the same 
paths they sensitize its nervous mechanism and so 
lead to vasomotor reactions with ischemia (believed 
by some to be an important factor in the produc- 
tion of ulcerations). Irrespective of the signifi- 
cance of such a theory as to the pathogenesis of 


ulcer, it is certainly true, with regard to its man- 
agement, that when the ulcer patient puts himself 
in the hands of a competent, sympathetic and un- 
derstanding physician, transfers to him his person- 
al concern about his condition and cooperates with 
him in every detail of the management, the first 
great step toward recovery has been taken. 


“The ideal relationship between the doctor and 
his peptic ulcer patient does not develop spontane- 
cusly, although some physicians, by virtue of their 
personality, their reputation for competence and 
their ability quickly to understand and to adjust 
themselves to the patient’s mental and emotional 
reactions, are able almost at once to secure his 
complete confidence and _ cooperation. More 
often this cordial and beneficial relationship 
develops only as a result of a conscious and meticu- 
lous effort on the part of the physician. That in- 
volves at least a careful, painstaking study of the 
case and the institution as promptly as possible of 
some form of management, however simple that 
may be. The mere fact that the patient is made 
to feel from the beginning that his physician is 
interested, not only in him but also in his disease, 
and that his case is receiving personal study and 
treatment, is most important psychologically, and 
this is doubtless the explanation for the success of 
many varieties of therapy, whether rational or not 
and whether prescribed by a physician or a cultist. 


“An exhaustive investigation of the patient’s 
disease condition, therefore, may be regarded not 
only as essential to the physician in order that he 
may make a correct diagnosis and outline an in- 
telligent program of therapy, but also as an actual 
part of the management of the case. It should 
include, besides a carefully elicited and detailed ac- 
count of all the complaints, whether strictly gastro- 
intestinal or not, and a meticulous examination of 
the entire body, at least the following special 
studies: a gastric analysis, a complete roentgeno- 
logic study of the digestive tract, an inspection of 
the feces, especially for blood, and sometimes, if 
the lesion is in the stomach, a gastroscopic investi- 
gation. If also, at the first visit, the patient is 
put on some simple dietary program, often only 
frequent feedings of a nonirritating diet, his thor- 
ough cooperation usually will have been secured by 
the time the diagnostic procedures have been com- 
pleted, and indeed his symptoms may, even before 
that time, have entirely disappeared. Even so, how- 
ever, although no additional specific therapy may 
be required, the patient should, at least for psy- 
chological reasons, be kept under general observa- 
tion and re-examined by a roentgenologist from 
time to time until all objective signs of activity 
have disappeared.” 

This is in a way only stressing points brought 
out by Dr. Katz and also refers to a talk by Dr. 
Watters yesterday in which he emphasized the re- 
lationship so necessary between the physician and 
the patient. 








In conclusion, I would like to state that whether 
peptic ulcer is treated medically or surgically and 
relieved, it can not be considered cured until other 
factors, as mentioned, are taken into consideration. 

Dr. Donovan C. Browne (New Orleans): There 
is only one point in Dr. Katz’s excellent presenta- 
tion I wish to comment upon. The present popu- 
lar trend is to over-stress the psychosomatic, not 
only in the etiology of peptic ulceration, but like- 
wise in its management. That this may play a 
role in the susceptible case is unquestioned and cer- 
tainly the work of Wolf and Wolff remains a clas- 
sic, but do not allow yourselves to become too en- 
thusiastic. Bear in mind that an organic lesion 
exists which carries with it the possibility of grave 
and disabling complications, and that management 
of the peptic ulcer case involves first the care of 
the immediate ulceration, and second teaching the 
uleer patient to live with himself. 

Dr. Katz is certainly to be congratulated for his 
presentation. 

Dr. Robert A. Katz (in closing): The medical 
phase of the treatment of peptic ulcer is taken up 
in the manuscript and was not emphasized here; 
however the one thing I can say is that I am in 
complete agreement with Dr. Browne and Dr. 
Herold. 

The thing I want to emphasize is that by speak- 
ing of psychosomatic medicine we just revert 
to the old idea of the family physician where he 
understood the problem and made the patient live 
happily with his disease. If peptic ulcer is under- 
stood to be a chronic disease the patient will get 
along with it. If he thinks the wound in the bowel 
is healed you will have him back for a patient over 
and over again and there may be a serious out- 
come, 
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RUPTURED INTERVERTE- 
PRAL DISKS* 


JOHN D. LANE, M. D. 
NEW ORLEANS 


It is now fifteen years since a definite 
connection between intervertebral disks and 
disabilities of the spine was recognized, and 
a definite study begun. But not until the 
past five years has its magnitude in patho- 
logical conditions of the spine taken the 
place it deserves. 

Many patients have traveled from one 
doctor to another and finally, in search of 
relief to the chiropractor and osteopath to 
receive the many healing lotions and me- 

*Read before the sixty-fifth annual meeting of 
the Louisiana State Medical Society, New Orleans, 
April 24-26, 1944. 
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chanical appliances, only to reconcile them- 
selves after months or years, that they 
were doomed to a life of back ailments, 
that came in acute attacks and usually sub- 
sided after a time, only to recur after cer- 
tain types of activity which they gradually 
learned to avoid. As time passed, they 
ceased to elicit medical aid, except for pain 
pills. 

For the early study and initiation of the 
development of the present concept of the 
role played by intervertebral disks in patho- 
logical conditions of the spine, much credit 
is due to Schmor! of Dresden, whose origi- 
nal work in the anatomy, physiology and 
pathology of intervertebral disks has been 
a stimulus to further the study and develop- 
ment of our present day concept. 

The old saying “That a man is as old as 
his arteries” also applies to other structures 
as well, among these are the intervertebral 
disks. 

The anatomy of the intervertebral disk is 
important to explain the physiology and 
yathology of this structure. The disk is 
composed of three parts, the cartilaginous 
plates which are the boundary between the 
vertebral body above and below, and consti- 
tutes that part of the disk which is attached 
to the bony structure of the two vertebra, 
between which the disk is interposed. The 
structure of the second component, the an- 
nulus fibrosus are the concentric circular 
fibrous bands with elastic tissues which re- 
tain the invertebral disk laterally. The 
annulus fibrosus are most prominent in the 
perimeter of the disk. The center or core 
consists of the nucleus pulposus and avascu- 
lar amorphous substance, which is derived 
from the notochord. It has a very high 
water content and is somewhat rubbery in 
consistency, and readily transmits pressure 
in all directions. It is retained by the an- 
nulus fibrosus under slight tension, so that 
on a cut surface it bulges above the surface 
of the other structures. 

The contour of the spine is produced to 
a large extent by the variations in thickness 
of the disks. Also the movements of the 
spine are allowed entirely by changes in 
thickness and shapes of the disks, rather 
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than any change in the vertebral bodies. 
Another most important function is the ab- 
sorption and distribution of the constant 
stress and traumas to the vertebra during 
activity. But since the disks are avascular 
structures, reparative processes following 
traumas are very limited, and thus show 
more degenerative changes in response to 
the same trauma than do the more vascular 
vertebral bodies. Therefore it would seem 
that disks would often show much more 
marked degenerative changes than the cor- 
responding vertebra. These conditions have 
been repeatedly demonstrated by the ana- 
tomical studies of Lusachka, Schmor! and 
Smith, who have further demonstrated that 
under normal conditions pressures as great 
as three hundred pounds are exerted on the 
disks in the lumbar spine. 


Peatters concludes from the many speci- 
mens dissected, that degenerative changes 
in the bony structures of the spine, and 
that many of the bony changes of the verte- 
bral bodies are efforts on the part of the 
bodies to stabilize a weakened interverte- 
bral space. These degenerative changes in 
disks seemed to be directly influenced by 
first trauma, and second age. 

Degenerative changes in the disk are 
demonstrated by dessication with vacuoli- 
zation and inelasticity of the nucleus. 
Thinning and loss of tensile strength of the 
annulus fibrosa, and fragmentation with 
thinning of the cartilaginous plates. As the 
resiliency of the disk becomes diminished, 
its power to transmit forces in all direc- 
tions rapidly becomes impaired. Thus each 
insult does more injury to the diseased disk 
than to a corresponding normal one that 
is capable of rapidly changing shape, and 
distributing equally the stress and strain. 
Thus the vicious cycle continues until there 
may be complete disintegration of the 
structure. Or due to some sudden strain 
with its inability rapidly to change form, 
it may rupture the annulus fibrosa with 
resulting extrusion of nuclear material 
producing a true herniation. On this basis 
one of the two conditions may result which 
cause symptoms; a true rupture with her- 
niation of the nucleus pulposus or necrosis 
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of the disk, with narrowing at the disk 
space and bulging of the structures into 
the surrounding tissues. 

PATITOLOGIC PHYSIOLOGY 

Since the lower spine receives much more 
stress and trauma than the dorsal or cer- 
vical spine, it is readily seen that disk 
changes will be far more common in this 
region than other portions of the spine; by 
far the most common site being at the 
fourth and fifth lumbar disks. Estimations 
of large number of cases being from 95 
to 98 per cent. 

When rupture or necrosis of a disk does 
occur, this may result in narrowing of the 
disk space, thus upsetting the normal bal- 
ance of the ligamentous and muscular at- 
tachments, and at times transferring added 
weight bearing on the facets. This added 
stress on the lumbar facets may cause re- 
laxation of its supporting ligaments, with 
narrowing of the intervertebral space. 

When a disk is ruptured and the ex- 
truded portion is so situated that stress or 
pressure is not exerted on the cauda equina. 
or nerve roots, the symptoms are usually 
local, and those that would be manifested 
by any torn or strained ligament are thus 
limited to the time for recovery of any torn 
ligament. But due to the anatomical ar- 
rangement of the lumbar spine and the 
cauda equina, this often is not the case. 

The most common site of rupture with 
herniation of the disk, is posterior into the 
spinal canal. This is thought to be due to 
the posterior longitudinal ligament being 
weaker than the other supporting liga- 
ments of the disk, the weakest part of the 
posterior ligament being laterally, thus 
making this point the most common site of 
disk herniation. 

This is unfortunate, since it makes the 
common site of herniation just beneath the 
nerve roots as they leave the cauda equina, 
to pass down and out the intervertebral 
foramen. There is considerable mobility of 
the cauda equina in the lumbar portion of 
the spinal canal, except at the exit of the 
nerve root, where the nerve with its sleeve 
of dura is more or less fixed, it allows lit- 
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tle movement from pressure or strain, a 
very important point in this condition, 
since this is a frequent site of herniation. 

When there is necrosis of the disk, with- 
out actual rupture of the posterior longi- 
tudinal ligament, there is a bulging due to 
weakening of the annulus fibrosa, which 
may cause nerve pressure. The disk space 
frequently becomes narrowed, thus placing 
added strain on the supporting structures, 
especially the facets, and at times narrow- 
ing of the intervertebral foramen. 

Thus there are two disk conditions which 
frequently cause symptoms, the necrotic 
disk with breaking down of its normal 
structures, and the herniated disk with ex- 
trusion of the nucleus pulposus into the 
spinal canal. 

Thus is seen the excellent opportunity for 
the symptoms, both local and referred from 
disease or rupture of a disk. 

The one time occasionally made diagno- 
sis, with its elaborate diagnostic proce- 
dures, which were considered necessary to 
confirm physical findings, has now become 
a common one, made with much less diffi- 
culty. Many of the earlier diagnostic pro- 
cedures have been discarded as being mis- 
leading in too large a percentage of cases. 

tupture and necrosis of the interverte- 
bral disk at the fourth and fifth lumbar 
spaces, are considered by some leading phy- 
sicians by far the most common conditions 
causing low back and sciatic symptoms. 
Dandy goes so far as to state that rup- 
tured disks are as common to the low back 
as appendicitis is to the abdomen. 

DIAGNOSIS 

In making the diagnosis the history is 
very important. Since 95 to 98 per cent of 
all disks occur at the fourth and fifth lum- 
bar spaces, the complaints are most typical 
in this location. A history of repeated at- 
tacks of low back pain, the first attack be- 
ing initiated by some injury, most often 
straining, with the back in a stooped posi- 
tion for lifting, even coughing or sneezing, 
as the initial onset causing acute pain in 
the lumbar spine. This local pain is fol- 
lowed in from several hours to several days 


by pain radiating down the back of one 
thigh and leg, over the course of the sciatic 
nerve. Coughing, straining or stooping 
causes a sudden stabbing pain in the lum- 
bar region, and radiating along the course 
of the sciatic nerve. 

The patient is often forced to bed, or 
may limp around with a stiff straight back, 
guarding each movement. The acute stage 
lasts usually from one to three weeks, pro- 
gressing to the chronic stage, the patient 
learning gradually what movements to 
avoid to prevent pain and discomfort. 

Some victims remain in a chronic state, 
with low grade back and sciatic symptoms, 
being forced to limit their activities to pre- 
vent pain or another acute exacerbation of 
symptoms. Others have complete recovery 
after the initial attack, until the back re- 
ceives a second insult. Succeeding attacks 
are usually produced by much less violent 
trauma than the first, and succeeding at- 
tacks tend to be more severe and require 
longer to recuperate. These being the typi- 
cal symptoms, any combination of these 
may be present. The patient at times may 
have had an injury so trivial as to omit it 
from the history. The pain may be most 
acute in the back, thigh or any point along 
the course of the sciatic nerve, depending 
on the size and location of the ruptured 
disk. Back pain may eventually subside, 
leaving only the sciatic symptoms or the 
reverse may happen. 

Paresthesias are common, a complaint of 
tingling or numbness, electrical shocks in 
the involved dermatone. Paresthesias on 
the lateral aspect of the calf, foot, second, 
third and fourth toes are most often pres- 
ent with lesions at the fifth lumbar inter- 
space. When it involves the great toe, me- 
dial aspect of the heel and top of the foot, 
most often the fourth lumbar space is in- 
volved. 

The patient often states that the affected 
limb has to be favored, and may even com- 
plain of weakness of certain groups of 
muscles. The physical findings are most 
often very characteristic. One of the most 
striking features is the peculiar list of the 
spine, the pelvis is usually tilted with the 
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ilium elevated on the affected side, and a 
compensatory scoliosis of the lumbar spine 
thus widening the disk space at the site of 
rupture. Stiffness of the lumbar spine with 
loss of normal lumbar curve, associated 
with spasm of the sacro-spinalis muscle 
group frequently more marked on the af- 
fected side is very common. Pressure over 
the nerve root and spinous process of the 
affected side very often causes pain. 

Sometimes these patients are wearing a 
built up shoe for shortening of one leg, 
which is actually due to tilting of the pel- 
vis. Straight leg raising on the affected 
side causes pain along the course of the 
nerve into the back. Evidence of muscular 
atrophy is rare. Anesthesia complete is not 
often found due to overlapping of the der- 
matones. Zones of diminished sensation or 
hyperesthetic zones are often found corre- 
sponding to the dermatones of the nerve 
root involved. The most common reflex 
change is the ankle jerk, which may be 
diminished or absent, indicating a rupture 
at the fifth intervertebral disk. 


Laboratory tests, and spinal puncture 
with fluid examination including total pro- 
tein, have failed to be an aid in making a 
positive diagnosis. Their value has been of 
most assistance in ruling out other condi- 
tions that may simulate disks in our expe- 
rience. The same applies to x-ray exami- 
nations, including the injection of contrast 
media. It only aids in ruling out other con- 
ditions, and in cases where the symptoms 
are typical. But always x-ray of the 
spine and pelvis should be made before op- 
eration to rule out evidence of the other 
conditions. 


At the present time we are relying prin- 
cipally on the history and physical findings, 
with negative x-ray findings to make the 
diagnosis and locate the disk. 

TREATMENT 

The treatment of ruptured disks is sur- 
gical and requires considerable knowledge 
of the structures of the spine and cord. 
The major procedure of complete laminec- 
tomy to expose the diseased disk has now 
been almost entirely replaced by a partial 


hemilaminectomy. The severity of symp- 
toms and number of acute attacks, plus the 
actual disability, are the chief factors to 
determine when surgical intervention is 
indicated. Some patients have one attack 
and, by being kind to their backs, never 
have a recurrence. Others after one attack, 
go from several months to several years 
before a recurrence of symptoms is pro- 
duced; thus one attack does not make oper- 
ation imperative. 

Much criticism fell upon the surgery of 
diseased disks in the early stage, but I think 
due to inability to recognize the various 
types of diseased ones. Some were ex- 
plored and because a large protruding tu- 
mor mass was not found beneath the 
corresponding nerve root, the wound was 
closed and a diagnosis of hypertrophy of 
the ligamentum flavum was made. If the 
decompression by removing the ligamen- 
tum flavum did not help the symptoms, the 
diagnosis was considered incorrect. 


We have now learned to identify necrotic 
disks which cause symptoms, as well as 
herniated disks, by testing the mobility of 
the adjacent vertebra after exposure, and 
the consistency of the disk itself, plus the 
narrowing of the disk space. The adjacent 
vertebra is hypermotile. Pressure on the 
disk with a forcep shows it to be soft and 
without normal turgor. 


Symptomatic treatments in the form of 
physiotherapy, braces, massage and injec- 
tions of various kinds are not curative. At 
times patients complain that these proce- 
dures aggravate the condition. 

When operation is deemed necessary, the 
surgical procedure should be directed to- 
ward relieving the symptoms and restoring 
the part to its normal function. If the ma- 
jor symptoms are sciatica, the primary ob- 
ject is to relieve the irritating source to the 
nerve root. If the chief symptoms are lo- 
cated in the lumbar region and thigh, the 
chief concern should be directed towards 
stabilizing the hypermotile and weakened 
intervertebral disk. _ 

It has been demonstrated that narrowing 
of the disk causes a disturbance in the nor- 
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mal weight bearing alignment in both the 
vertebral body and its facets. 

Since the weight bearing surfaces of the 
facets are directed in a more vertical direc- 
tion in the lumbar spine rather than the 
horizontal, the added stress is thrown on 
the ligamentous structures which bind the 
facets together. 

With this added stress there is ultimate 
relaxation and settling of the facets. This 
often causes narrowing of the correspond- 
ing intervertebral foramen. This may im- 
pinge on the nerve root as well as cause 
local back pain. The narrowing can often 
be demonstrated by hyperextending the 
spine, producing local back pain and some- 
times sciatic radiation. 

OPERATIVE PROCEDURES 

In carrying out the above principles our 
operative procedure consists of a hemilami- 
nectomy of the fourth or fifth lumber ver- 
tebra, or both if indicated. The lamina 
removed depends on the physical findings. 
The ligamentum flavum is completely re- 
moved with the lamina. Enough bone is 
always removed to allow adequate examina- 
tion of the nerve root, its corresponding 
disk and intervertebral foramen. The nerve 
is examined for edema or other abnormali- 
ties, then retracted medially. If there is 
found a definite heriiiation of the disk so 
situated that it produces pressure on the 
corresponding nerve root or the cord, the 
posterior longitudinal ligament is incised if 
still intact. The herniated portion of the 
disk is then thoroughly removed, and the 
remaining portion of the disk is then ex- 
amined to determine if this portion is intact 
and of normal consistency. If the remain- 
ing portion appears stable, it is left un- 
disturbed. If the examination shows the 
unextruded portion of the disk to be in the 
process of degenerating, the opening in the 
longitudinal ligament is enlarged to permit 
the entrance of a moderate size curette into 
the disk space. All of the necrotic and de- 
generating nucleus is removed, including 
the cartilaginous end plates. The end 
plates are removed to promote fusion be- 
tween the vertebral bodies and thus to sta- 
bilize the weakened disk. 


After removal of necrotic materia! from 
the disk space, often there remains a large 
size cavity. If this is not corrected, there 
will be a narrowing of the space and a 
tendency for the adjacent vertebrae to come 
together before bony union occurs. If this 
is allowed to take place, there will be cre- 
ated an imbalance in the weight-bearing 
surface of the vertebral bodies and corre- 
sponding facets, which can easily be re- 
sponsible for later symptoms. 

To prevent this narrowing of the disk 
space and maintain normal relationship be- 
tween the adjacent vertebra, a bone peg is 
prepared and wedged between the vertebral 
bodies in the space previously occupied by 
the necrotic portion of the disk.. Besides 
maintaining the proper disk space, the bone 
wedge also tends to aid the process of bony 
fusion between the bodies of the vertebra. 
The bone wedge is prepared from a portion 
of the spinous process of the vertebra above 
the diseased disk. The spinous processes in 
the lumbar region are thick and wide and 
always furnish ample bone. By removing 
one-half, never over three-fourths, a bone 
wedge which fits firmly between the verte- 
bral bodies can be made. 

After insertion into the disk cavity, the 
porterior aspect of the wedge is driven lat- 
erally. This is done to remove the peg from 
beneath the opening in the longitudinal lig- 
ament, thus preventing it from being ex- 
turned back into the vertebral canal in case 
it should loosen within the disk cavity. 

Following the graft procedure, various 
sized gall bladder duct probes are passed 
into the intervertebral foramen of the cor- 
responding nerve root to determine if there 
is adequate space to prevent pressure on the 
nerve. 

The wound is then closed in layers and 
dressing applied. The patient is allowed to 
turn and adjust the position to the most 
comfort in bed. He is allowed to sit up 
on the ninth or tenth day and to become 
ambulant by the twelfth day. Light duty is 
resumed at the end of four weeks, arduous 
use of the back not before eight weeks. 

The bone peg procedure seems to be 
somewhat more physiological than the 
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spinal graft of the Albee type frequently 


used to stabilize hypermotile vertebral 


podies. 


This procedure tends to stabilize the ap- 
pendages of the vertebra, rather than the 
weight-bearing surface itself, whereas the 
bone peg procedure maintains the disk 
space and tends to stabilize the vertebral 
body through its normal weight-bearing 
surface. 

The added time consumed in preparing 
the bone peg from the spinous process and 
wedging it between the vertebral bodies 
consumes approximately fifteen minutes, 
whereas the more extensive spinal graft 
consumes much more time, which is to be 
considered when added to the length of the 
time for the operation on the disk. 

SUMMARY 

At the Marine Hospital at New Orleans 
136 operations for diseases of the interver- 
tebral disk have been performed since 
1939. The follow-up of this series is not en- 
tirely complete since a majority of these 
cases are merchant seamen, and after they 
return to sea many cannot be contacted. 

The average duration of symptoms previ- 
ous to operation was 18 months. At the 
time of return to duty 102 patients stated 
that they had complete relief of symptoms; 
28 had slight residual symptoms but were 
able to return to their usual occupation; six 
have been considered as complete failures. 
Fifty-three men have been followed over a 
period of 22 months or longer, 48 of whom 
have been free from symptoms; two have 
returned for observation, one of whom was 
reoperated for a second disk, the other was 
later proved to have a sarcoma of the ilium. 
The remaining three patients have been 
confined to light duty since laborious duty 
caused some recurrence of symptoms. 


There was one death in the 136 cases. 
The postmortem findings were reported as 
pneumonia and brain damage secondary to 
anoxemia probably from the anesthetic. 
No evidence of meningitis was found. 


In the entire series there have been three 
recurrences confirmed by operation. 


DISCUSSION 


Dr. Dean H. Echols (New Crleans): I did not 
have an opportunity to read this paper before- 
hand and consequently have not prepared a for- 
mal discussion. I do not want to make any criti- 
cisms of what has been said, since I agree with 
everything, but will confine my remarks to several 
points which have not been discussed. 


Dr. Lane is one of the few general surgeons in 
the United States who has had extensive experi- 
ence with disk surgery; I doubt if any general 
surgeon anywhere has had a larger series of cases. 
Most disk surgery is done by neurosurgeons or 
orthopedic surgeons. However, Dr. Lane practices 
under unusual conditions. Orthopedic advisors are 
readily available to him and he is able to combine 
orthopedic, neurosurgery and general surgery very 
well. In civilian practice it seems undesirable for 
the general surgeons to do disk surgery, and only 
a few, if any, have wanted to. Most of the ortho- 
pedic surgeons in this country have left ruptured 
disks to the neurosurgeons. However, ruptured 
disk is not entirely a neurosurgical problem. The 
vertebral column is a part of the body which be- 
longs also to the orthopedists; this seems like a 
paradox yet the solution works out very nicely. It 
is my opinion that the neurosurgeon should not 
do a disk operation until the orthopedic consultant 
has had a chance to examine the patient and treat 
him by conservative orthopedic measures. If the 
orthopedist finds a ruptured disk and decides that 
the patient can not get well the neurosurgeon 
should then take the case. However, if the ortho- 
pedist thinks he can provide relief, he should have 
the opportunity to treat the patient. 


As for my own record, I can say I have never 
operated on a patient with ruptured disk who has 
not first been examined (and usually treated) by 
an orthopedic surgeon. At first I was skeptical 
about what the orthopedic surgeon could do with 
a ruptured disk and told patients not to be opti- 
mistic. However, in many cases traction and a 
plaster cast have relieved the patient and he has 
remained well. 


Perhaps I should supplement Dr. Lane’s_ re- 
marks about technic by pointing out that there 
are several ways of handling disks _ surgically. 
Simple removal of part of the disk is the opera- 
tion practiced by most neurosurgeons in this 
country. Some surgeons believe in curetting the 
cartilaginous plates of the disk so that fusion can 
possibly take place between the vertebral bodies 
and prevent the possibility of residual back pain. 
The bone peg technic, as used by Dr. Lane, has 
been found to be very good in his hands. For the 
past year and a half in certain cases I have not 
only curetted the disk but I have broken through 
into the bodies of both vertebras so that there is 
more chance for fusion. 


Dr. Lane closed the discussion with slides. 
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ORBITAL CELLULITIS WITH SEVERE 
CEREBRAL SYMPTOMS 


(Possible Cavernous Sinus Thrombosis) 


SUCCESSFUL TREATMENT WITH COM- 
BINED SULFONAMIDE-PENICILLIN 
THERAPY 


JEROME ROMAGOSA, M. D. 
AND 
G. D. RACKLEY, M. D. 
OPELOUSAS, LA. 

This is the report of a case of severe or- 
bital cellulitis possibly complicated by cav- 
ernous sinus thrombosis, in which, although 
the prognosis at the outset seemed very 
grave, complete recovery followed therapy 
with and 
later, drainage of a supra-orbital abscess. 


sulfonamide drugs, penicillin, 


CASE REPORT 

J. G., white female, aged 13, was first seen by 
one of us (J. R.) on January 19, 1944, with the 
complaint of frontal headaches of three days’ dura- 
tion. At this time there were no signs of local 
disease in the painful region, and the patient was 
afebrile. Mild tonsillitis and pharyngitis were 
present. Two days later there occurred slight 
fever, and on January 22, six days after the onset 
of the headache, swelling of the forehead and left 
eyelid was noted. On this day there occurred sev- 
eral chills followed by high fever. Early in the 
morning of January 23 the mother noted that the 
child was delirious. Examination later the same 
day revealed the patient to be comatose, with 
temperature of 103° F., and with extremely rapid 
pulse, the rate as nearly as could be counted being 
about 200 per minute. There was marked pallor, 
with cyanosis of the lips and fingernails. The left 
eyelid and supra-orbital region were markedly 
swollen and the eyelids were reddish purple in 
color. There was conjugate deviation of the eyes 
to the left, with occasional coarse nystagmus-like 
movements. The pupils were round and equal and 
reacted to light, and the optic fundi appeared nor- 
mal. The ears were normal otoscopically, and there 
were no signs of disease in the nose. The heart, 
lungs, and abdomen were normal to physical ex- 
amination. The neck was not rigid and there were 
no other signs of meningitis. It was believed at 
that time that the patient was in a moribund state. 

The patient was immediately transferred to the 
St. Landry Hospital, and soon after arrival began 
to have convulsions. At first these involved only 
the face and hands but later there occurred four 
or five generalized convulsions, each lasting from 
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five to ten minutes. The convulsions stopped after 
two subcutaneous injections of sodium phenobar- 
bital (.065 gm. each). Shortly after admission 
she was given 3 gm. of sodium sulfathiazole intra- 
venously. Coma continued for about eight hours 
after the injection, but thereafter the patient be- 
gan to clear mentally and was able to take nour- 
ishment. Sulfamerazine in usual dosage was then 
given by mouth. On the next day the patient was 
clear mentally, pulse rate had markedly decreased, 
and the maximum temperature was 104°. On this 
day therapy with penicillin was begun, 10,000 units 
of the drug being given intramuscularly every four 
hours. Sulfamerazine was continued by mouth. 
Steady improvement in the general condition of 
the patient continued thereafter, although the 
swelling increased and involved the left temple 
region as well as the eyelids and forehead. 

On January 27 fluctuation appeared in the cen- 
ter of the edematous region of the forehead, and 
the edema of the eyelids and temple region had 
somewhat diminished. An x-ray of the skull on 
this day showed no evidence of bone disease. Max- 
imum temperature on this day was 101°. 

On January 28 the fluctuant region was incised 
under nitrous oxide anesthesia with the evacuation 
of about 30 c. c. of pale green pus. Thereafter 
the temperature did not exceed 100° and remained 
normal after February 2. 


The use of penicillin and sulfamerazine was 
discontinued on January 30, total dosage of sulfa- 
merazine having been 20 gm., and of penicillin 
220,000 units. 

The edema rapidly decreased after incision of 
the abscess, which drained for only four days. 
Two blood cultures were taken during the course 
of the illness, both of which were negative. 


On February 2 the patient was discharged from 
the hospital, and by February 15 was apparently 
completely well and was allowed to return to school. 

COMMENT 

It is certain that this patient had severe 
orbital cellulitis with beginning extension 
backward into the cranial cavity and with 
possible thrombosis of the cavernous sinus. 
It is almost certain that without chemo- 
therapy death would have occurred before 
localization of the infection and abscess 
formation had taken place. It is difficult 
to evaluate the relative roles played by the 
sulfonamide drugs and penicillin in this 
case since they were administered conco- 
mitantly. It should be noted, however, that 
marked improvement occurred after the 
intravenous administration of sulfathiazole 
before penicillin could be obtained. 





t 





OCHSNER and KEPL 


YEARLY REPORT OF THE CANCER 
CLINIC AT CHARITY 
HOSPITAL 


ALTON OCHSNER, M. D.7+ 
AND 
MAXWELL F. KEPL, M. D.7+ 
NEW ORLEANS 


The Cancer Clinic was organized at Char- 
ity Hospital in February, 1943, its main 
purpose being to serve in the capacity of an 
out-patient clinic where patients could be 
referred from either the admitting room 
directly, from other out-patient clinics, or 
from the medical, radiological and surgical 
wards for diagnosis and treatment. 

Its primary purpose was to obtain the 
opinions of specialists in surgery, pathology 
and radiology so that the patient could ob- 
tain the benefits from the consensus of 
opinions. 

After a positive diagnosis was established 
and after treatment was decided upon, the 
patient was referred to that department 
which treated such conditions. 

Through the excellent aid of the Social 
Service Department of Charity Hospital 
and through the untiring efforts of Mrs. 
Henry Miles, the personal representative of 
the Women’s Field Army for Cancer Con- 
trol, we were able to get complete ‘“‘follow- 
up” records on 112 of the 138 cases ad- 
mitted to the clinic for the year. 

There were 38 white males and 48 fe- 
males. There were 26 colored females and 
seven colored males. The white males made 
87 visits and the white females 139. The 
colored females made 107 visits and the col- 
ored males 19. For the 112 patients whose 
records were followed there were 352 visits. 
Each patient made an average of 3.14 visits 
to the clinic. 

Biopsies were made in 20 white males 
and 20 white females, 11 colored females 
and five colored males. 

Of the white males, three had no tumors 
and in three the tumors were not malig- 
nant. Of the white females, two had no 


*From the Department of Surgery, School of 
Medicine, Tulane University, New Orleans. 
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tumors and in five the tumors were not 
malignant. Of the colored females, four had 
no tumors and in four the tumors were not 
malignant. Of the colored males, one had 
no tumor and in one the tumor was not 
malignant. 

Of the 38 white males, 23 had proved 
carcinoma and two had proved sarcoma. Of 
the 48 white females, 28 had proved carci- 
noma and one sarcoma. Of the 26 colored 
females, 14 had proved carcinoma and one 
sarcoma. Of the seven colored males, three 
cases had carcinoma and one sarcoma. 

Of the white males, nine patients were 
treated with radium, 17 with x-ray and 
eight were treated surgically. Of the white 
females, two were treated with radium, 18 
with x-ray and 18 with surgery. Of the 
colored females, one was treated with ra- 
dium, 11 with x-ray and 18 with surgery. 
Of the colored males, one was treated with 
radium, two were treated with x-ray, four 
with surgery and one had no treatment. 

Of the white males, one case was consid- 
ered inoperable. Of the females, both white 
and colored, and the colored males, none 
Was considered inoperable. 

Of the white males, the most common 
type of carcinoma was that of the lip, seven 
cases being found. In the females, both 
white and colored, the most common type 
of lesion was carcinoma of the breast, eight 
cases occurring in each race. In the colored 
males the number of cases was too small to 
draw any conclusions. 

The most common lesion in white males 
was inflammatory granulation tissue. In 
white females the most common lesion was 
cystic mastitis. In colored females the most 
common benign tumor was lipoma and ke- 
loids, while in colored males the number of 
cases was insufficient to draw any conclu- 
sion. 

In white males the age ranged from 5 to 
&1 with an age average of 56.5 years. In 
white females the age ranged from 4 to 86 
with an age average of 53.9 years. In col- 
ored females the age ranged from 5 to 70 
years with an age average of 42.3, while in 
colored males the age ranged from 13 to 59 
years with an age average of 44. 
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Of the white males there were two re- 
currences, one following surgery and the 
other following surgery and x-ray. In the 
white females there were two recurrences, 
one following surgery and the other follow- 
ing surgery and x-ray therapy. In colored 
females there were two recurrences, one 
having been treated with surgery alone and 
the other having received both surgery and 
x-ray treatment. There were no recur- 
rences in the colored males. 

Of the rare malignant tumors seen in the 
white males, a lymphosarcoma of the right 
tonsillar region was observed, while of the 
benign tumors a hemangioma of the skull 
was observed. A very interesting case ob- 
served which was not a tumor was that of 
a patient wno had the x-ray appearance of 
carcinoma of the lung for which a pneumo- 
nectomy was performed and which was 
found on histological examination to be 
lipoid pneumonia. 

The most interesting benign tumor was 
an osteoma of the jaw. 

The most interesting malignant tumor in 
white females was a carcinoma of the kid- 
ney which showed tumor cells involving the 
renal vein at operation, which later metas- 
tasized through the body. This patient is 
still alive two years after operation. An- 
other rare type of malignant tumor seen 
in a white female was a primary carcinoma 
of Bartholin’s gland with metastasis to 
the inguinal region. 

In the colored females, the most interest- 


ing benign tumor was a keloid of the breast. 
The most interesting lesion that was not a 
tumor was gumma of the sternum. 

The most interesting case in the colored 
males was that of a carcinoma of the stom- 
ach treated by surgery with a two year 
“follow-up” with no sign of recurrence. 
The most interesting benign tumor in col- 
ored males was a cavernous lymphangioma 
of the tongue. 

It is realized that this report is incom- 
plete and has little significance to the stat- 
istician who is interested in five and ten- 
year cures. It is hoped, however, that the 
continuance of such a yearly report will 
give valuable information over an extended 
period of time. Deep appreciation is given 
Dr. Bjarne Pearson and Dr. Manuel Garcia 
for their efforts and excellent advice and 
without whose help this study would have 
been impossible. The Women’s Field Army 
for Cancer Control and the Social Service 
Department of Charity Hospital aided 
greatly in the successful management of the 
social side of the clinic. It is hoped that 
the continuance of such a clinic with the 
availability of expert medical knowledge 
combined with adequate “follow-up” will 
permit the earlier diagnosis of cancer and 
diminish the appalling death rate from this 
disease. We believe that a close cooperation 
between all of the medical specialists is nec- 
essary in order to attain such a goal, and 
that cancer in its early stages can be cured. 
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THE EMIC 


It has been said that the EMIC is the 
guinea pig for future medical service acts. 
If such is the case the physicians who have 
had dealings with EMIC can appreciate 
and will realize what they will be up 
against were there to be passed by Con- 
gress a comprehensive Federal medical act 
such as the Murray-Wagner-Dingell Bill. As 
far as can be determined the whole EMIC 
has been a tremendous failure in its admin- 
istration. Almost daily difficulties have 


arisen with the Washington bureaucrats. 
If satisfaction is given to but few physic- 
ians in the spending for forty-two million 
dollars it is almost impossible to imagine 
how funds amounting to three to twelve 
billion dollars would be properly adminis- 
tered. The stream of directives and orders 
which flow from Washington headquarters 
of the Children’s Bureau are conflicting and 
many of them made without knowledge of 
state or local conditions. One should not 
wonder at this confusion because after all 
most of the officials who issue directives 
are persons who have fallen into a bureau- 
cratic job when they have failed in their 
civil life activities. 

We, as physicians, are bothered to a 
limited extent in filling out forms in the 
care of maternity patients who come un- 
der EMIC. Imagine what difficulties, how 
much paper work and how much filling in 
of forms would be necessary did a doctor 
have to send in to Washington forms, cer- 
tificates and what not concerning the pa- 
tients who will make up 90 per cent of his 
practice under regimented medicine. At the 
present time big business is submerged in 
filling out innumerable questionnaires and 
sending in bits of information to Washing- 
ton; most of these data pile up in an office 
and are never used. It has been said the 
Johns-Manville Company is obliged to send 
to Washington a form every two minutes of 
the day and at a cost of somewhat under 
a million dollars. Again we reiterate that 
these innumerable forms are often buried in 
the archives, filing cabinets or desks and 
never used. 

The bureaucrat feels that he is in a po- 
sition of a dictator. What he says has to 
go and that too often irrespective of the law 
or the way the directive was issued. In the 
instance of the EMIC, the distinct wording 
of the law is plain, that the planning should 
be done by the states and then approved by 
the Children’s Bureau, but on the contrary 
the Children’s Bureau has issued orders 
how things should be done, what they ex- 
pect to be done, the way they want it done 
and the states have been completely disre- 
garded or over-ridden. 








MEDICAL CERTIFICATION 


Elsewhere in the Louisiana section of the 
Journal is a communication from Dr. Eddy, 
medical director of the Louisiana Ordnance 
Plant, which we would like to call to the 
thoughtful attention of the medical profes- 
sion of Louisiana. We have heard many se- 
vere criticisms, not so much in our own lo- 
cality but elsewhere of physicians who have 
improperly certified to a man’s needs or 
his hypothetical illness. However, there has 
been some criticism of our Leuisiana doc- 
tors relative to issuing certificates but we 
have not heard of any very flagrant breach 
of medical ethics in regard to certificates 
issued by Louisiana doctors, examples of 
which disregard of the proprieties are be- 
ing talked about throughout the country. It 
does seem, however, that there is a tenden- 
cy for the family physician to issue certifi- 
cates for the use of unneeded cream, or for 
gasoline, or for some other purpose simply 
as a favor to friends and to patients. This, 
of course, is for the most part of minor 
moment but nevertheless it has become al- 
most a custom for the doctor to give certifi- 
cates on very questionable grounds merely 
to be obliging or to put some one under ob- 
ligations to him. 

Because of the great need of workers in 
war jobs and because many of these work- 
ers feel that they want to get back to their 
civil occupation, and because this is diffi- 
cult with the present War Manpower Com- 
mission regulations, of extreme importance 
to our war efforts is the fact that medical 
certificates are being used widely in order 
to obtain release from war work. This is 
helping to create a gradual diminution in 
the number of war workers now when the 
problem of getting sufficient personnel to 
make shells, to load them, to construct 
heavy tires, to weave canvas, and to meet 
the requirements of supp'y of the armed 
services is becoming more and more acute. 
We must do our part as physicians to keep 
the war workers at work. The issuing of a 
certificate of illness or of ill health is a 
definite responsibility. It should not be done 
lightly. If we do not accept this responsi- 
bility it will be difficult for us to maintain 


Editorials 


our place of honor and dignity in our com- 
munity and in our country. 


oO 


PENICILLIN IN EYE INFECTONS 


It has been established quite definitely 
that penicillin is of little value in the treat- 
ment of infections caused by filtrable vir- 
uses or by Gram-negative bacilli; conse- 
quently the drug has not been helpful in 
the treatment of brucellosis or of typhoid, 
of influenza and many other conditions 
which might come to mind, but reports are 
coming in now of its great value in the 
treatment of syphilis. 

There is difficulty in the administration 
of penicillin because of its rapid elimina- 
tion in the urine and because it cannot be 
given by mouth. Necessarily its use has 
been limited then to severe infections. How- 
ever, now that penicillin has become avail- 
able for general use it has been found that 
it is of real worth when applied locally in 
the treatment of many skin conditions. Ac- 
tually it is an ideal antiseptic. It is non-toxic, 
has tremendous antiseptic power and it acts 
in any type of medium. The most recent use 
of penicillin has been in the treatment of 
superficial infections of the eye and the eye- 
lids. Experimentally, it has been shown that 
it will penetrate into the anterior chamber 
of the eye of the rabbit. This can be done 
merely by instillation of penicillin solution 
or ointment. Crawford and King* have 
treated patients who had conjunctivitis 
of considerable severity, people who had 
corneal infiltrations with corneal ulcers, 
and some with severe blepharitis. The study 
of these authors shows that penicillin-treat- 
ed patients improved more rapidly than did 
the controls. They found it to be a most ef- 
fective drug merely when applied locally to 
the mucous membrane of the eye. The con- 
junctivitis, the corneal ulceration and the 
blepharitis disappeared in a comparative- 
ly few days; the milder cases on an aver- 
age of five days and the more severe from 
seven to nine days. The form of applica- 
tion was either a solution of penicillin, 250- 





*Crawford, T., and King, E. E.: Value of penicillin in 
treatment of superficial infections of eye and lid margins, 
Brit. J. Ophthal., 28:375, 1944. 
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500 units per cubic centimeter in sterile wa- 
ter or as in the instance of corneal ulcera- 
tion, an. ointment was used every four 
hours, the ointment containing 200 units of 
penicillin per gram. The patients were fol- 
lowed by bacteriologic studies. It was found 
that within a few days the conjunctival 
swabs became sterile. The authors advise 
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the continuation of treatment for some days 
after sterility has been obtained or for at 
least seven days after full clinical recovery 
in the more severe cases. 

The results with penicillin in the treat- 
ment of eye infections would indicate that 
a new field has been opened for the use 
of the “wonder drug.” 





ORGANIZATION SECTION 


The Executive Committee dedicates this page to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contri- 
bute to the understanding and fortification of our Society. 

An informed profession should be a wise one. 


ANNUAL CONFERENCE OF SECRE- 
TARIES AND EDITORS, CHICAGO 


The Annual Conference of State Secre- 
taries and Editors was held in Chicago at 
the American Medical Association head- 
quarters on November 17 and 18. Attend- 
ing this meeting also were several presi- 
dents of state medical societies. The pres- 
ident of the Louisiana State Medical So- 
ciety, along with the editor of the Journal 
and the secretary-treasurer represented the 
organization; it is felt that you would 
appreciate knowing some of the important 
problems that were discussed at the meet- 
ing. Here was a gathering representing the 
forty-eight states which gave a fairly ac- 
curate representation of a cross section 
view of the country. About one hundred 
and fifty representatives were in attend- 
ance. The proceedings were very intense on 
Friday and up to twelve-thirty on Satur- 
day. The preliminary functions were as 
usual with the executive officers of the 
American Medical Association making in- 
troductory remarks after which the group 
settled down to serious and sincere listening 
and discussing of pertinent medical prob- 
lems of the day. May I direct your atten- 
tion to a few of these as follows: 

The EMIC program as presently consti- 
tuted received severe condemnation, espe- 
cially brought out by the essayists from the 
State of Iowa. This was fortified by a hu- 
morous discourse of the various conflictions 
of the plan by the state health officer of 


Indiana. The results of the thoughts on 
this subject were concentrated in the ne- 
cessity for the passage oi the Miller bill 
which would remove from the Children’s 
Bureau the supervision and control of the 
activities of this program. It was brought 
out that Congress never intended for such a 
usurpation of authority by the Children’s 
Bureau in creating disturbing rules and 
regulations contrary to the principles of or- 
dinary practice of medicine; thus delay and 
criticism were produced to the disadvantage 
of the physicians and the patients. It is 
gratifying to know that the position taken 
by our state last year in regard to the EMIC 
plan, and also by some of the parish medical 
societies in objecting to these directives, 
was more or less confirmed by other states. 


Another topic of serious and profound 
discussion which lasted until the late hours 
of the evening was the question of prepay- 
ment medical insurance. The good points 
and the bad points of various systems 
throughout the United States were liberally 
discussed and very heatedly argued by op- 
ponents of one or another plan. It was 
basically the opinion of all, however, that 
some form of prepayment medical insur- 
ance should be adopted promptly by the 
various states on a state level if we expect 
to defeat or prevent the passage of the 
Wagner-Murray-Dingell bill. There are at 
present some thirty-six states with a work- 
ing prepayment plan with vast experience 
which would be most useful in the culmina- 
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tion of any instructive plan for any state. 
Their successes and failures form a ready 
nucleus and if observed properly would 
help mold successfully any medical insur- 
ance plan. This observation was very im- 
pressive and certainly instilled in one the 
necessity of studying most seriously such a 
problem for our state. 

Another topic for discussion which should 
be of interest was one of physical fitness. 
Quite a reference was made to this subject 
in the November issue of the Journal. There 
was one special feature in regard to the 
physical fitness, however, which developed 
at this conference which should be of great 
concern. The medical profession has a seri- 
ous responsibility in this movement. Or- 
ganizations are being formed in the state 
and every doctor in his locality should with- 
out hesitancy take an active and personal 
interest in helping to mold and direct the 
physical fitness program in his town or 
parish. This is important. Unless the medi- 
cal profession assumes this responsibility 
you can expect lay groups and possibly some 
other extraneous medical groups and phy- 
sical culturists to be only too glad to worm 
their way into this program. Here is truly 
a need for the awakening of the medical 
profession to their responsibility and not 
let it be supplanted by any other agency. If 
We are going to have a physical fitness pro- 
gram in our state we must have it directed 
and guided by the medical profession of this 
state. So do not fail when this begins to 
develop in your locality to take the interest 
and enthusiasm that is required. 


NUTRITION CONFERENCE 


There was held in Baton Rouge on No- 
vember 1 and 2 a Conference on Nutrition 
in which the Louisiana State Medical So- 
ciety was represented by one of its officers. 
This is a problem which should be of seri- 
ous concern to the doctors of this state, as 
it has been brought out that so many of 
our diseases are due to faulty nutrition and 





can be so easily corrected. The question of 
nutrition and its proper usage is one of the 
essential features of a good physical fitness 
program, being one of the several funda- 
mental rudimental factors in the develop- 
ment of healthy children before and after 
school life. Not only is it necessary to edu- 
cate our school teachers and authorities on 
the common evidences of nutrition defi- 
ciencies, but a much more comprehensive 
and broader plan which would take in par- 
ents of children before reaching school age. 
We know that our physicians will take the 
proper attitude in helping direct and sup- 
port nutrition programs which might be 
evolved in their respective towns or par- 
ishes, another great responsibility of our 
medical profession. 


ANNUAL MEETING 1945 


The Executive Committee of the Louis- 
iana State Medical Society met on Novem- 
ber 11 and transacted the usual routine 
business. It was decided to have only a one 
day meeting in New Orleans on Friday, 
April 13 for the meeting of the House of 
Delegates. This meeting would be on lines 
similar to that held in 1943 in Baton Rouge. 
The Executive Committee in making this 
decision found it absolutely necessary ow- 
ing to the war conditions, affecting hotel 
reservations, accommodations for exhibi- 
tors, meeting halls, and railroad transporta- 
tion, all of which if arranged for eventual- 
ly would be subject to change over night by 
military necessity. The New Orleans Grad- 
uate Medical Assembly is going to hold its 
annual meeting in New Orleans on April 
9-12, so our meeting will follow on Friday 
after the completion of their meeting on 
Thursday. This was thought to be wise as 
it would give our membership an oppor- 
tunity to attend the valuable lectures of the 
Graduate Medical Assembly previous to the 
meeting of our House of Delegates on the 
13th. It is, therefore, hoped that this deci- 
sion of the Executive Committee for the 
benefit of our organization will warrant 
your approval and support. 
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TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR OF MEETINGS 


December 4. Board of Directors, Orleans Parish 
Medical Society, 8 p. m. 

Eye, Ear, Nose and Throat Staff, 
8 p. m. 

Clinico-pathologic Conference, Ma- 
rine Hospital, 7:30 p. m. 

Mercy Hospital Staff, 8 p. m. 

Clinico - pathologic Conference, 
Touro Infirmary, 11:15 a. m. 
to 12:15 p. m. 

Executive Committee, 
Hospital, 8 p. m. 

Scientific meeting, Orleans Parish 
Medical Society, 7:15 p. m. 

Touro Infirmary Staff, 8 p. m. 

Woman’s Auxiliary, Orleans Par- 
ish Medical Society, Orleans 
Club, 2 p. m. 

I. C. R. R. Hospital Staff, 12:30 
p. m. 

Hotel Dieu Staff, 8 p. m. 

Charity Hospital Medical Staff, 
8 p. m. 

Charity Hospital Surgical Staff, 
8 p. m. 

Clinico - pathologic Conference, 
Marine Hospital, 7:30 p. m. 
Clinico - pathologic Conference, 

Touro Infirmary, 11:15 a. m. 
to 12:15 p. m. 
Board of Directors, Orleans Par- 
ish Medical Society, 8 p. m. 
Baptist Hospital Staff, 8 p. m. 
French Hospital Staff, 8 p. m. 
Clinico - pathologic Conference 
Touro Infirmary, 11:15 a. m. 
to 12:15 p. m. 
DePaul Sanitarium Staff, 8 p. m. 


ou 


December 


December 6. 


December 


Baptist 
December ae. 


December 13. 


December 15. 


December 18. 
December 19. 


December 20. 


December 21. 


December 22. 


December 26. 
December 27. 
December 28. 





NEWS ITEMS 


Dr. Theodore L. L. Soniat, who is now stationed 
at the Army Air Forces Regional Hospital at Drew 
Field, Florida, has been promoted from captain to 
major. 


Dr. John R. Schenken addressed the Second Dis- 
trict Medical Society of Florida, October 19, on 
the relationship of hormones to cancer and on the 
pathology of amebiasis. 


Dr. Maud Loeber spoke on “Security for Post- 
war Children” at the annual convention of the 
National Council of Catholic Women in Toledo, 
October 21-25. Dr. Loeber is adviser on health 
of the Council committee on family and parent ed- 
ucation, and is a member of the Board of Di- 
rectors, 


October 22-29 was observed as National Hear- 
ing Week. The Louisiana League for the Hard 
of Hearing, of which Drs. F. R. Gomila, E. L. 
Zander, J. F. Crebbin and William Wagner are 
among the officers and directors, planned an in- 
tensive program, which included lip reading 
classes, the demonstration of hearing devices, and 
the demonstration of the multiple hearing aid at 
a book review. The purpose of the observance 
of this week each year is two-fold, to acquaint the 
hard of hearing with what can be done to alleviate 
their condition, and to bring before the public the 
problems and needs of those who are thus handi- 
capped. 


Dr. John M. Whitney attended the war confer- 
ence of the American Public Health Association 
in New York City in October. He also attended 
a showing of new food sanitation equipment dis- 
played in Chicago by the National Restaurant As- 
sociation. 


At a symposium on the heart and circulation 
conducted under the auspices of the Louisiana State 
University School of Medicine, October 25-27, lo- 
cal speakers included Drs. George Burch, William 
A. Sodeman, Travis Winsor, J. H. Musser, John 
S. LaDue, Edgar Hull and Manuel Gardberg. 


Dr. Waldemar Metz and Dr. Neal Owens con- 
ducted a clinic and demonstrated patients at the 
conference in New Orleans in October of the 
American Society of Plastic and Reconstructive 
Surgery. 


At a recent postgraduate review in traumatic 
and emergency surgery at Tulane University 
School of Medicine local speakers included Drs. 
J. L. Wilson, Sam Nadler, J. L. Dixon, Neal Owens, 
Dean Echols, Alton Ochsner, Guy Caldwell, Rawley 
H. Penick and George Burch. 


Dr. W. A. Sodeman, chairman of the committee 
on nutrition of the local chapter of the American 
Red Cross, has announced that the standard nutri- 
tion course has again been accepted by the Ovleans 
Parish School Board as part of the high school 
curricula in both white and negro schools. 


Dr. C. S. Wood was elected president and Dr. 
W. C. Beil secretary of the Eye, Ear, Nose and 
Throat Hospital at the annual meeting of the 
staff. The program for the meeting included 
plans for the proposed enlargement of the hospital 
and for extensive research work in disease of the 
eye, ear, nose and throat. 





Dr. Julius L. Wilson, president of the American 
Trudeau Society, spoke on the part of the general 
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hospital in tuberculosis control at the convention 
of the American Hospital Association in Cleve- 
land, October 2-6. 





Dr. John M. Whitney was recently elected first 
vice-president of the Kiwanis Club. 


Dr. Daniel J. Murphy was recently elected a di- 
rector of the Mid-City Kiwanis Club. 

The following members of the Orleans Parish 
Medical Society were on the program of the South- 
ern Medical Association at the thirty-eighth an- 
nual meeting in St. Louis, November 13-16: 

Dr. John Adriani opened the discussion of Major 
Ralph S. Sappenfield’s paper on, “Use of Intra- 
venous Morphine for Preanesthetic Sedation”; Dr. 
Rupert E. Arnell spoke on “Intercurrent Eclamp- 
sia”, he also opened the discussion of Drs. Alfred 
Habeeb and Hiram R. Elliott’s paper on, “Spinal 
Anesthesia for Cesarean Section”; Dr. Donovan 
C. Browne opened the discussion of Dr. John Til- 
den Howard’s paper on, “Experiences with the 
Gastroscope over a Period of Six Years”; Dr. Guy 
A. Caldwell and Dr. Donald T. Imrie presented a 
paper on, “Treatment of Infantile Paralysis”, they 
also presented a motion picture on, “Treatment of 
Infantile Paralysis: Acute and Subacute Stages”; 
Drs. Vincent J. Derbes, Hugo T. Engelhardt and 
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T. A. Watters presented a paper on, “The: Man- 
agement of Migraines”; Dr. Ernest Carroll Faust 
spoke on, “Some Clinical and Public Health Haz- 
ards in the Southern United States’; Dr. H. W. 
Kostmayer spoke on, “Medical Education Above 
the Undergraduate Level”; Dr. Lucien A. LeDoux, 
“Response to the Addresses of Welcome from the 
Southern Medical Association”; Dr. Rawley M. 
Penick, Jr., spoke on, “Preauricular Sinuses: Diag- 
nosis and Treatment”; Dr. John T. Sanders spoke 
on, “Some Factors Influencing Mortality and Mor- 
bidity in Gynecological Surgery”; Dr. Harry A. 
Senekjie presented a paper on, “An Inquiry into 
the Growth Factor or Factors of Certain Blood 
and Tissue Flagellates”; Dr. W. A. Sodeman spoke 
on, “Amebic Hepatitis”; Dr. N. F. Thiberge pre- 
sented a paper on, “Is Oral Pollen Therapy De- 
pendable”; Dr. T. A. Watters spoke on, “The 
Future of Psychiatry in Medical Education.” 

The following members had scientific exhibits at 
the meetings: 

Drs. Ernest Carroll Faust and Jos. S. D’Antoni, 
“Certain Parasitic Infections of Military Import- 
ance”; Drs. John R. Schenken and Emma §S. Moss, 
“Pathology of Malaria, Amebiasis, Histoplasmosis 
and Mycetoma Pedis’”; Drs. Vinvent J. Derbes and 
Hugo T. Engelhardt, “The Heart in the Asthmatic 
Child”. 

Daniel J. Murphy. Secretary 
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LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 


Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Second Tuesday of every month Bastrop 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 


Second District 
Shreveport 
Vernon 


NEXT MEETING OF THE LOUISIANA 
STATE MEDICAL SOCIETY 


Be sure to note in the Organization Section 
the date and the arrangements for the next meet- 
ing of the State Medical Society in New Orleans. 

BUY BONDS 

Dr. P. T. Talbot has made all the arrangements 
to purchase bonds for you in the present drive to 
buy bonds. All you will need to do will be to drop 
a postal card and the form will be sent to you. 
Return it to the office of the State Medical Society, 
1430 Tulane Avenue, New Orleans 13, with your 
check and Dr. Talbot will buy the bond for you. 


Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Shreveport 


Incidentally, this will give the State Society credit 
for their total allotment. 


THE AMERICAN MEDICAL ASSOCIATION 
MEETING 
The next meeting of the American Medical 
Association will be held in Philadelphia the latter 
part of June. A change was made necessary be- 
cause of the crowded conditions of the New York 
hotels. 


CHARITY HOSPITAL 


At the annual meeting of the Charity Hospital 
Visiting Staff held October 5 Dr. C. Gordon John- 
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son was elected Chairman of the Staff, Dr. H. T. 
Beacham, Vice-Chairman, and Dr. Frederick F. 
Boyee, Secretary. These officers, together with 
Drs. Adolph Jacobs and Eugene Countiss, are the 
new members of the Medical Advisory Commit- 
tee. Dr. G. C. Anderson and Dr. Frank Chetta 
were elected to the Committee in 1943 for two- 
year terms. Drs. Beacham, Countiss and Chetta 
will serve as the Qualifications Committee for 
1944-1945. 

The Board of Administrators of the New Orleans 
Charity Hospital has endorsed a plan by which all 
applicants for admission would have radiographic 
chest examinations, under the auspices of the Tu- 
berculosis Control Section of the Louisiana State 
Board of Health. The Hospital will furnish space 
and the Board of Health will provide equipment, 
supplies and technicians. 

Dr. O. P. Daly, Director of the Hospital, states 
that the Hospital now has 73 internes, as com- 
pared with 150 in July, 1941, 71 residents, as com- 
pared to 170 as of that date, 200 members of the 
Visiting Staff as compared with 440, 206 
graduate nurses as compared with 605. 


and 





SOUTHERN BAPTIST HOSPITAL 
The regular monthly meeting of the Clinical 
Staff of the Southern Baptist Hospital was held 
on October 24. The program consisted of a dis- 
cussion by Dr. John Adriani on Anesthetic Acci- 
dents. Dr. Joe Wells presented the monthly death 
report. 





The regular monthly meeting of the Clinical 
Staff of the Southern Baptist Hospital was held 
on November 24, 1944, at 8 p.m. The entire pro- 
gram was devoted to the death report presented 
and discussed by Dr. William H. Gillentine. 


TOURO INFIRMARY 

The regular monthly meeting of the Medical 
Staff of Touro Infirmary was held on November 
8. The first presentation on the program was a 
clinico-pathologic conference with a clinical dis- 
cussion by Dr. Willard R. Wirth. Following the 
conference Dr. Lucian Landry spoke on the sub- 
ject of bilateral subclavian aneurysm and Dr. Sam 
Nadler reported two cases of patients with tem- 
poral headache. This paper was discussed by Dr. 
Gilbert Anderson. 





NEWS ITEMS 

Dr. Edward L. Burns, Associate Professor of 
Pathology and Bacteriology, Louisiana State Uni- 
versity School of Medicine, is serving for several 
weeks as Visiting Associate Professor of Pathology 
at Washington University School of Medicine in 
St. Louis. 

Dr. Rupert Arnell, Professor of Obstetrics and 
Gynecology, Louisiana State University School of 
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Medicine, was speaker at the November 6 meet- 
ing of the Rapides Parish Medical Society in 
Alexandria, Louisiana. His subject was “Prob- 
lem of Therapeutic Abortions”. 





Dr. John R. Schenken, Professor and Director of 
the Department of Pathology and Bacteriology, 
Louisiana State University School of Medicine, 
spoke to the staff of Children’s Hospital, Mil- 
waukee, Wisconsin, on Enterobius vermicularis, 
November 9; to the Women’s Auxiliary of the Med- 
ical Society of Milwaukee on November 10 on the 
discovery of estrogens; and to the Medical Society 
of Milwaukee County on November 10 on the re- 
lationship of estrogens to cancer. 





George B. Grant, former Major in the Medical 
Corps, has been promoted to the rank of Lieutenant 
Colonel. Lieutenant Colonel Grant is Executive 
Officer of Base Hospital Number 24. 


AMERICAN COLLEGE OF CHEST 
PHYSICIANS 

At the meeting of the Southern Chapter of the 
American College of Chest Physicians, held con- 
jointly with the Southern Medical Association at 
St. Louis, November 13th and 14th, the following 
doctors were registered from Louisiana: Major 
Lloyd Ayers, De Ridder, La.; Sydney Jacobs, New 
Orleans, La. 

The following officers have been elected by the 
Southern Chapter of the College: 

President, Alvis E. Greer, M. D., Houston, Tex- 
as; First Vice-President, Carl C. Aven, M. D., At- 
lanta, Ga.; Second Vice-President, Paul A. Turner, 
M. D., Louisville, Ky., and Secretary-Treasurer, 
Benjamin L. Brock, M. D., Waverly Hills, Ky. 

AMERICAN FEDERATION FOR CLINICAL 
RESEARCH 


A two day meeting of the Southern Section of 
the American Federation for Clinical Research is 
being planned. The meeting will be held in Dallas 
the latter part of January 1945, 

Investigators wishing to present papers, please 
submit an abstract of not over 200 words to the 
Chairman, Dr. Alfred W. Harris, 812 Medical Arts 
Building, Dallas 1, Texas, by January 1, 1945. 





AMERICAN COLLEGE OF SURGEONS 
Major General Charles R. Reynolds, M. C., re- 
tired, former Surgeon General cf the United States 
Army, has been appointed as regent of the Ameri- 
can College of Surgeons to be the Consultant in 
Graduate Training in Surgery. 


POLIOMYELITIS 
The past year so far has been the worst year for 
poliomyelities since 1916, at which time there were 
reported 27,621 cases. In the first 41 weeks of ‘this 
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year there were 16,133 cases. The most recent 
serious epidemic occurred in 1931. The total num- 
ber of cases for the whole year were not as great 
as have already been reported for 1944. In Louis- 
iana there were reported 147 cases up to the latter 
The bulk of the epidemic has 
occurred in seven states, New York, North Caro- 


part of October. 


lina, Pennsylvania, New Jersey, Virginia, Ohio and 
Kentucky. 


UROLOGY AWARD 

The American Urological Association offers an 
annual award ‘not to exceed $500’ for an essay (or 
essays) on the result of some specific clinical or 
laboratory research in Urology. The amount of the 
prize is based on the merits of the work presented, 
and if the Committee on Scientific Research deem 
none of the offerings worthy, no award will be 
made. Competitors shall be limited to residents 
in urology in recognized hospitals and to urologists 
who have been in such specific practice for not 
more than five years. All interested should write 
the Secretary, for full particulars. 

The selected essay (or essays) will appear on the 
program of the forthcoming June meeting of the 
American Urological Association. 

Essays must be in the hands of the Secretary, 
Dr. Thomas D. Moore, 899 Madison Avenue, Mem- 
phis, Tennessee, on or before Merch 15, 1945. 


ANNUAL FORUM ON ALLERGY 


The Seventh Annual Forum on Allergy will be 
held in the Hotel William Penn, Pittsburgh, Penn- 
sylvania, on Saturday and Sunday, January 20-21, 
1945. This is a meeting to which all physicians 
are most welcome, and where they are offered an 
opportunity to bring themselves up to date in this 
rapidly advancing branch of medicine by two days 
of intensive post-graduate instruction. 


INFECTIOUS DISEASES IN LOUISIANA 


The morbidity report of the Louisiana State De- 
partment of Health showed that the week ending 
October 14 was an unusual week in that there were 
only four reportable diseases which exceeded 10 
in number. These were diphtheria with 25 cases, 
pulmonary tuberculosis with 19, hookworm infes- 
tation with 14, and malaria with 13. The diph- 
theria cases were scattered throughout the state, 
no one parish having more than five. Of the un- 
usual diseases there were two cases of typhus 
fever. The succeeding week which closed October 
21 was likewise a remarkably healthy week. Pul- 


monary tuberculosis led the list of diseases that 
occurred in numbers greater than 10 with 25 cases, 
followed by 19 of hookworm infestation, 17 of 
diphtheria, 16 of unclassified pneumonia, 12 of 
scarlet fever, and 11 of malaria. There were three 
cases of poliomyelitis reported this week and three 
of typhus fever. Again the diphtheria cases were 
scattered throughout the state. For the week which 
closed October 28, diphtheria was still prevalent 
throughout the state, 40 cases being listed, Tan- 
gipahoa Parish having seven and no other parish 
having more than five cases. Other diseases re- 
corded in numbers greater than 10 include pul- 
monary tuberculosis 32, unclassified pneumonia 19, 
searlet fever 15, and typhus fever 13. Six of the 
typhus fever cases were reported from Calcasicu 
Parish. Duyring this week there were four cases 
of poliomyelitis recorded in the office of the state 
epidemiologist. For November 4, the figures in- 
clude the venereal disease infections reported the 
previous month. During the month of October 
there were listed 1,587 cases of gonorrhea, 1,000 
cases of syphilis, 47 of chancroid, and 24 of lympho- 
pathia venereum. About half of the cases of gon- 
orrhea were reported from military sources and 
slightly over a tenth of the cases of syphilis. Of 
the other diseases, non-venereal in etiology, that 
were reported there was 16 cases each of malaria 
and of scarlet fever. Fourteen of the cases of ma- 
laria were reported from military sources. There 
were listed also 26 cases of pulmonary tubercu- 
losis, 17 cases of diphtheria, and 19 of unclassified 
pneumonia. There was also recorded two cases 
of poliomyelitis, both from the northern part of the 
state. 


HEALTH OF NEW ORLEANS 


The Bureau of the Census, Department of Com- 
merce, reported that for the week ending October 
14 there were 136 deaths in the City of New Or- 
leans, divided 77 white and 59 colored. Twenty of 
these deaths occurred in children under one year 
of age. This is a rather sharp increase from the 
previous week in which the remarkably low figure 
of 104 deaths were recorded. For the week which 
closed October 21 the recorded deaths numbered 
126. Ejighty-two of these people who died were 
white, 44 colored, and 10 were infants under one 
year of age. The following week saw approxi- 
mately the same figures as the one before. The 122 
deaths listed this week took place in 77 of the white 
population and 45 of the colored, with 12 infant 
deaths. For the week ending November 4, there 
was a very marked increase, 158 deaths being 
listed, 100 of these deaths being in the white and 
58 in the colored population, with only seven 
deaths in children under one year of age. The 
sharp increase in the death rate the previous week 
was maintained the week ending November 11 
when 156 deaths were recorded, divided 109 white, 
17 colored, and 17 infants under one year. 
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CORRESPONDENCE 

Louisiana State Department of Veterans’ Affairs 
Second Floor, Capitol Building 
Baton Rouge, Louisiana 
October 25, 1944. 

Dy. Val H. Fuchs, President, 
Louisiana State Medical Society, 
1430 Tulane Avenue, 
New Orleans 13, Louisiana. 
Dear Dr. Fuchs: 

You are probably familiar with the Louisiana 
Department of Veterans’ Affairs, the new state 
agency created by the 1944 Legislature, whose 
services are devoted exclusively to the interests of 
veterans of the armed forces and their families. 

In carrying out the work of this department 
there have come to our attention a number of in- 
stances in which veterans of the first World War 
had great difficulty in establishing their claims to 
benefits because no careful record of their medical 
histories had been kept by physicians from whom 
they had received treatment. 

Recognizing the possibility of a recurrence of this 
condition with veterans of the present war, we are 
endeavoring to take every precaution against it. 
We want to make a personal appeal to all members 
of the medical profession in Louisiana to keep a 
thorough, accurate case history of every World 
War II veteran applying for treatment. 

We realize that it would be very difficult for us 
to communicate this request to all of the state’s 
many medical doctors; accordingly we should ap- 
preciate your informing us as to whether your or- 
ganization could bring our request to the indi- 
vidual members of the profession, or if you might 
recommend to us some practical method through 
which we might reach them, ourselves. 

With thanks for this cooperation, I am 

Very truly yours, 
Joe Darwin, Director. 
To The Editor: 

The recent editorials of the New England Jour- 
nal of Medicine! and the Journal of the American 
Medical Association? as well as the letter of Doctor 
McGee to the New England Journal of Medicine* 
strike a very important note at this time. Medical 
certification has never before required more care- 
ful thought on the part of the physician. With the 
call of the armed forces for more ammunition par- 
ticularly of the type produced by some of Louisi- 
ana’s war plants, the doctors of this state should 
feel keenly their part in keeping war workers on 
the job. 

The doctor, who occupies such an important posi- 
tion in the life of the community, is the person most 
suited to issue certificates regarding the need of a 
citizen for more meat or more sugar or more shoes. 
Likewise, the physician should be the one most 
suited to certify that, because of his health, the 
worker must have different hours or different work 
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or must even be placed in a different plant. For- 
tunately most certification seen in this plant repre- 
sents careful thought on the part of the doctor and 
where there has been doubt in his mind he has re- 
ferred the question of working conditions to the 
medical department of the plant or to other suit- 
able agencies. On the other hand, some of the let- 
ters received at our plant demonstrate clearly that 
the only indication for their issuance was the re- 
quest of the employee. 

Too often has an employee, unable to obtain the 
type of release desired or because he has not had 
just the type of work he wanted, presented him- 
self at the personnel office with a letter stating 
that this man must not work around chemicals. 
Knowing little or nothing about the employee’s 
working environment, and being unwilling to find 
out about it, the doctor took the easiest way out 
and made a ridiculous generalization. That this 
is not a local difficulty is made clear by the re- 
ports of other plants throughout the nation. On 
the contrary I think that we have had less cause 
for complaint than most areas. 

This responsibility, entrusted to us by society, 
is great; and failure to realize it will reflect dis- 
credit, not only on ourselves, but on our profession 
as a whole. Let us not be involved in any scheme 
of selfish individuals to avoid their duty through 
false medical certification. 
Shreveport, La. 

James H. Eddy, Jr., M. D. 
Medical Director, 
Louisiana Ordnance Plant. 


1. Medical Certification in Industry, editorial, New Eng- 
land J. Med. 231:212 (Aug. 3) 1944. 

2. Medical Certification and War Production, 
J. A. M. A. 126:706 (Nov. 11) 1944. 

3. McGee, L. C.: Industrial Medical Certification, New 
England J. Med. 231:215 (Aug. 3) 1944. 


FES SEY 
KILLED IN ACTION 


DR. L. SEXTON FORTENBERRY 
(1908-1944) 


The many friends of the much liked Captain L. 
S. Fortenberry will hear with great sorrow of his 
death in France, November 6. Dr. Fortenberry 
graduated from Tulane in 1934, and after his in- 
ternship qualified himself by training at the Eye, 
Ear, Nose and Throat Hospital for this particular 


editorial, 


specialty. He went to Houma to practice and there 
achieved great success in his chosen field. Be- 
sides his wife, the former Mae Helen Bates, Dr. 
Fortenberry leaves a son, Sexton, Jr., and a little 
daughter, Betty Jewel. 


IRVING HARDESTY 


The many hundreds of students of Dr. Hardesty, 
professor emeritus of anatomy at Tulane Univer- 
sity, who retired in 1932, will learn of his death 
with sincere sorrow. Dr. Hardesty was not only 
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a great teacher, but he was a splendid person in 
every respect. The students admired him and liked 
him because of his keen interest in their welfare. 
Dr. Hardesty began his connection at Tulane in 
1909, a total of 24 years. 
DR. THOMAS LIPSCOMB ABINGTON 
(1869-1944) 

Dr. T. L. Abington was born in 1869, and was 
graduated from The School of Medicine of Tennes- 
see, Memphis, in 1901. He died at his home in 
Oakdale on October 13, 1944. He was the son of 
the late Dr. Thomas Welch Abington, a graduate 
of the School of Medicine of Tulane University. 

DR. LOUIS T. DONALDSON 
(1884-1944) 

One of the active members of the State Medical 
Society died November 4. Dr. Donaldson was born 
in Reserve, Louisiana, August 9, 1884. He took 
his premedical work at Jefferson College, Convent, 
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Louisiana, and graduated from the Medical School 
of Tulane University in 1907. He moved to Hahn- 
ville and conducted a practice for thirty-seven 
years in this town and Jennings. Dr. Donaldson 
will be missed by his many fricnds and associates 
who appreciated his ability and his splendid char- 
acter by electing him president of the Second Dis- 
trict Medical Society. 


DR. JAMES J. RYAN 
(1879-1944) 

Dr. James J. Ryan of New Orleans died on the 
evening of November 24 at the Hotel Dieu. Dr. 
Ryan graduated from Tulane University Medical 
School and subsequently became professor of 
anatomy at Loyola University. He was the chief 
medical officer of the Loyola medical unit durmg 
World War I. At the time of his death Dr. Ryan 
Was senior surgeon on the staffs of Hotel Dieu and 
Mercy Hospital. 





BOOK REVIEWS 


X-ray Examination of the Stomach: By Frederic 
E. Templeton, M. D., Chicago, The Univ. of Chi- 
cago Press, 1944. Pp. 516 with 298 illus. Price 
$10.00. 


This volume is a rather complete roentgen study 
of the pharynx, esophagus, stomach and duo- 
denum. The value of films and the filming fluoro- 
scope in addition to accurate and thorough fluoro- 
scopic observation is stressed. The normal anat- 
omy and physiology and the pathologic changes 
produced by disease in the upper part of the di- 
gestive tract are considered. 

The discussion of the technic of examination is 
thorough and the procedure is divided into four 
stages. The information which should be obtained 
in each stage or in each position of the patient 
is covered in detail. The entire examination 
should be conducted in an orderly and systemic 
manner but special procedures are indicated when 
the clinical or roentgen examination suggests the 
necessity of such studies. Many helpful sugges- 
tions are offered for the fluoroscopic examination 
of obese patients with dim images of high and 
posterior duodenal bulbs. The importance of the 
rugal pattern and the technic of obtaining the 
maximum information in the study of the mucosal 
folds are considered. 

The gastroscopic and roentgenologic findings 
are correlated in the section on inflammation. The 
use of compression and the filming fluoroscope 
are valuable aids in the detection and demonstra- 
tion. of ulcer craters which may not be visualized 
without these procedures. The differentiation of 
the ulcer crater from the “false crater’? requires 


experience and a knowledge of the causes of 
“false craters.” 

The author divides neoplasms into mesenchymal 
and epithelial tumors. The differential diagnosis 
of the carcinomatous ulcer from the benign peptic 
ulcer is discussed and many valuable suggestions 
are offered. 

The illustrations are excellent and the detailed 
captions add considerably to their value. The 
text is clear and the bibliography is adequate. This 
volume may be recommended to anyone interested 
in the upper digestive tract. 

J. N. ANE, M. D. 


Principles and Practices of Inhalational Therapy: 
By Alvan L. Barach, M. D. Philadelphia, J. B. 
Lippincott Company, 1944. Pp. 315, 59 illus. 
Price $4.00. 


The average physician uses inhalational therapy 
to an ever-increasing extent in his practice. To 
the well-established indication for oxygen therapy 
in the pneumonias and in cardiac disease, there has 
been added the use of carbon dioxide inhalations 
for the various asphyxial states and, more re- 
cently, the inhalation of helium-oxygen mixtures 
for bronchial asthma and other states of respira- 
tory tract obstruction. For these reasons, such 
2 book as Dr. Barach’s is a most welcome addition 
to the practitioner’s library. 

In this small and very well‘ compiled monograph, 
there are presented all the pertinent data for an 
understanding of the value of inhalational therapy 
as well as a good appraisal of the clinical implica- 
tions. Each clinical entity for which some form 
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of inhalationai therapy may be useful is presented 
in a separate chapter. There are several chapters 
on the various types of apparatus in use today, 
their operation and maintenance and the relative 
advantages and liabilities. The chapters on the 
anoxia occasioned by high altitudes are particularly 
good for a basic understanding of the problem 
entailed in aviation, civilian or military. 

Inasmuch as the majority of practicing physi- 
cians will employ inhalational therapy at some time 
or other in their professional careers, this book 
may be strongly recommended. Dr. Barach, with 
a background of extensive clinical experience and 
intensive research, has brought together into a 
very small space the data which are otherwise only 
to be found by consulting a number of different 
references. The text is well written, and through- 
out the book major emphasis is placed on the 
“practical” aspects. 

SYDNEY JaAcoss, M. D. 


Psychiatry and the Wav: Ed. by Frank J. Sladen, 
M. D., Springfield, Ill., Chas. C. Thomas, 1943. 
Pp. 505. Price $5.00. 

This particularly distinguished gives a 
very complete perspective of psychiatry out of the 
experience and thought of its contributors who 
participated in a conference on psychiatry at the 
University of Michigan. It is a survey of psychi- 
atry in which past experiences and technics are 
examined, values are weighed, aims and goals are 
reshaped, under the stress of war and wartime 
conditions. 


book 


The thirty unusually fine papers and two sym- 
posia, reported in the volume, represent the con- 
tributions of some forty leaders in the special field 
of psychiatry and its closely allied interests. 

Everyone will find special concerns in its five 
parts. The Aim and Scope of Psychiatry pro- 
gresses into the relations of psychology, pediatrics, 
geriatrics, medicine and surgery. The Future of 
Research and the Future in Psychiatry are topics 
which introduce and close the second section. Psy- 
chiatry in the Training, Experience and Education 
of the Individual considers the problems of all age 
groups in school and college, in family life, and in 
the cities and communities. The crossroads of re- 
ligion and psychiatry are ably presented by a 
clergyman of singular experience in the field of 
medicine. The social aspects of mental illness are 
adequately and interestingly covered. The sym- 
posia summarize all aspects of the present war ef- 
fort and post-war needs with special emphasis on 
psychiatric considerations. 

Eloquent and unmistakable are the teachings in 
this splendid work and the employment of sug- 
gested methods of approach to present problems 
now would be as firm a step as any that can be 
taken toward preventing mental illness and at- 
tempting to restore the minds of those who have 


been injured in the present conflict as well as of 
others. 
C. P.. Max, EE. DB. 
Malaria; Its Diagnosis, Treatment and Prophy- 
laxis: By William N. Bispham, M. D. Baltimore, 
Md., Williams & Wilkins, 1944. Pp. 198. Price 
$3.50. 


Malaria is probably having a more profound ef- 
fect in the war in Asia and the Pacific than all 
other diseases put together. It is therefore very 
appropriate that this monograph should be issued 
now. The author, or editor, is not quite clear 
which he is, has managed to parade a very re- 
markable array of reviewers which includes the 
names of most of the leading authorities in the 
United States—Simmons, Coggleshall, Melleney, 
Craig, Taliaferro and Faust. In these circum- 
stances, it is difficult to do anything but applaud 
and one certainly has no difficulty in doing this 
with a clear conscience. Nearly every chapter is 
an excellent presentation of the subject—and it 
is difficult to select any one for special comment. 
Perhaps Dr. Coggleshall’s original contribution on 
the presentation of malaria in West Africa merits 
this, except that it is difficult to understand what 
he means by ‘the obscure nature of the patho- 
genesis and etiology of this disease (blackwater 
fever) prevents the application of control meas- 
ures that might reduce its incidence’. Surely, in 
a blackwater fever area, the elimination of mala- 
ria will prevent blackwater fever. 

The only other possible comment that could be 
made on this excellent monograph is that the 
‘authorities’ do not always exercise the authority 
which they are entitled to do. For example, one 
would not think it was worth while even mention- 
ing the x-ray treatment of malaria, and certainly 
not devoting a full page to Henry’s test, even to 
question its value. Why not just ignore both? 

In defense of two of his personal friends, the 
reviewer questions whether it is fair to say that 
“Blacklock and Macdonald believe that the in- 
creased production of sarcolactic acid acuses black- 
water fever.’”’ The reviewer is quite sure that 
neither has believed anything of the kind in the 
last 15 years. 

This book is the best recent monograph on ma- 
laria and it should be read by all interested in 
this important subject. 

L. E. NAPIER, M. D. 
Radiation and Climatic Therapy of Chronic Pul- 
monary Tuberculosis: Edited by Edgar Mayer, 

M. D., F. A. C. P., F. A. C. P., with the col- 

laboration of 22 other contributors. Baltimore, 

Williams & Wilkins Co., 1944. Pp. 398. Price 

$5.00. 

Dr. Mayer and his collaborators seek in this 
treatise to show the physicians who fail to employ 
heliotherapy and climatotherapy for the treatment 
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of certain selected cases of chronic pulmonary 
tuberculosis are overlooking valuable means of 
relief. Admittedly extra-pulmonary tuberculosis 
is benefitted more in this way than is pulmonary 
involvement, but evidence is presented to indicate 
that heliotherapy will benefit the patient with 
chronic fibrotic pulmonary tuberculosis. 

Throughout the course of this book, emphasis is 
placed on the clinical approach. It is stressed that 
heliotherapy is only an adjuvant to the other, 
more commonly accepted forms of therapy such 
as the hygienic- dietetic regimen and collapse ther- 
apy. At the same time, its use may be just enough 
to turn the tide in the patient’s favor occasionally. 

There is a general impression that heliotherapy 
will soon be forgotten because extra-pulmonary 
tuberculosis is fast disappearing. Dr. Mayer points 
out that in some parts of Latin America today 
and in post-war Europe, extra-pulmonary tuber- 
culosis will be a very significant clinical problem. 
For this reason, the physician who treats victims 
of tuberculosis will be able to make good us of 
heliotherapy in the immediate future. 

This is a good reference book. There are short 
chapters to outline the salient physical and phy- 
siological factors entailed in heliotherapy and in 
climatotherapy. Each indication for some spec- 
ialized form of heliotherapy is discussed in a sep- 
arate chapter which makes this book particularly 
valuable to the physician who wants information 
for a definite problem. The illustrations are well- 
chosen and help to make the text useful. 


SYDNEY Jacoss, M. D. 


Surgical Disorders of the Chest; Diagnosis and 
Treatment: By J. K. Donaldson, B. S., M. D., 
F. A. C. S. Philadelphia, Lea and Febiger, 1944. 
Pp. 364, 127 illus. Price $6.50. 

A book on surgical diseases of the chest is cer- 
tainly needed because of the great advances which 
have been made in this special field of surgery. 
Dr. Donaldson’s work is an excellent resumé of the 
newer methods of treatment. It is a book that 
could be utilized by every student of surgery and 
since it is compact, it should be in every physician’s 
library. A possible criticism of the book is that it 
contains material which is not exactly applicable 
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to chest surgery, such as lipomata involving the 

chest wall and melanoma. The book is profusely 

ilustrated and contains an excellent bibliography. 
ALTON OCHSNER, M. D. 


Fundamentals of Internal Medicine: By Wallace 
Mason Yater, A. B., M. D., M. S. in (Med.), 
F. A. C. P. New York, D. Appleton-Century 
Company, Inc., 1944. 2nd. Ed. Pp. 1286. Price 
$10.00. 

The reviewer has derived great pleasure in pe- 
rusing the second edition of this textbook of in- 
ternal medicine. Like the first edition, this book 
continues to be a brief and accurate textbook in 
the true sense of the word. Doctor Yater enlisted 
the services of fourteen contributors in the prepa- 
vation of this edition. There are several chapters 
in the book which are not found in other current 
standard textbooks on medicine, particularly the 
chapters on Diseases of the Skin, the Ear, the 
Eye, Dietetics, and Symptomatic and Supportive 
Treatment. These are excellent additions to the 
text. Another particularly useful chapter is that 
concerning Clinical Values and Useful Tables. 

All in all this book is highly recommended to 
the student of internal medicine. 

Roscoe L. PULLEN, M. D. 
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